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BLEEDING* 
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Montreal 


PRELIMINARY report on the treatment of 

irregular uterine hemorrhage by hypo- 
dermie injection of the anterior pituitary-like 
hormone extracted from human placente was 
read before the Winnipeg meeting of the British 
Medical Association in August, 1930.1 The 
results of this treatment were so promising that 
a series of 84 cases has been more continuously 
and completely studied. The alleged associa- 
tion of certain physical characteristics with 
endocrine disorders was a matter of special 
interest in this study. In each ease, therefore, 
a detailed general history, as also an exhaustive 
menstrual history, was always obtained as a 
preliminary, while the complete physical ex- 
amination had special reference to possible 
endocrine relations. It is interesting to note 
that in 60 per cent of our cases which were 
examined by x-ray, to ascertain any possible 
gross abnormality in the conformation of the 
sella turcica, no bony changes were found. 

The determination of blood pressure, a blood 
Wassermann test and urinalysis were carried 
out as a routine. The basal metabolic rate in 
all instances was found to lie within normal 
limits. Particular care was taken in the pelvic 
examination to determine the position, shape, 
and size of the uterus, and the state of the 
adnexa. All cases with endocervicitis or birth- 
trauma, which in themselves would lead to 
such pelvie congestion as to predispose to or 
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cause menorrhagia or metrorrhagia, were ex- 
cluded. Post-menopausal metrorrhagia was 
also omitted from the study on account of its 
frequent association with carcinoma of the 
fundus or malignant changes in the adnexa. 
Nor should one leave out of consideration 
the possible existence of small myomata in the 
fundus, for as Beckwith Whitehouse’ has 
pointed out small mural fibroids may so inter- 
fere with the contraction of the uterus as to 
cause excessive menstrual flow. Moreover, 
since the surfaces of the endometrium are 
normally in constant apposition, the presence 
of any such submucosal myoma or other 
irregularity in the surface allows of and pre- 
disposes to local hypertrophy or _ polyp- 
formation. Myometrial changes in persistent 
uterine bleeding have been described by 
Schroeder,’! Whitehouse,> Young’* and Eden 
and Lockyer.’ Too much stress cannot be laid 
on the need for careful exploration of the 
cavity of the uterus in order to determine 
the character of the surface of the wall, as well 
as to obtain samples of endometrium for 
histological study. 

In an earlier communication we stated that 
eases of excessive uterine bleeding may be 
grouped into several categories according to 
the menstrual history. 

‘Continuous bleeding.—This last group (G) 
may be further subdivided into four categories 
according to the mode of development of the 
continued bleeding which may arise: (a) by 
confluence of regular cycles of varying length 
of interval with unduly prolonged duration of 
the flow; (b) by confluence of irregular periods 
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of metrostaxis; (ec) spontaneously, either after 
a normal menstrual cycle or more commonly 
after a period of amenorrhea; (d) as an out- 
come of puberty. 

Excessive bleeding may appear at any time 
from the menarche to the menopause. In eases 
of metrorrhagia the size of the uterus may be 
within normal limits, but more frequently the 
organ is symmetrically enlarged, and its con- 
sistency may wrongly suggest subinvolution or 





changes may occur very late in the interval, so 
that the value of comparisons one with another, 
even if samples were obtained at the same time 
in relation to the apparent menstrual cycle, 
appears to be hazardous. 

It has been shown by Schroeder and by W. 
Shaw,** that in cases of metropathia hemor- 
rhagica the ovaries contain no fresh corpora 
lutea, but that a follicle with cystic changes is 
the rule. Although Novak’ has not confirmed 












































TABLE I. 
Classification Length of cycle Amplitude of flow Duration of flow 
“_” Normal / Excessive Normal. / 
— — fe a “a Prolonged. 7 
—" ae e Normal, superimposed on con- 
stant bleeding background. 
“—_ - : ‘Short. (19-24) Normal or excessive Normal or prolonged. 7 
“ke” Short (14 days) Normal or excessive} Irregular. ; / 
—" A “pile intermittent bleeding | Irregular. Irregular. 7 
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a sessile fibro-myoma. When bleeding com- 
mences at puberty the uterus is not necessarily 
enlarged, but its shape becomes similar to that 
of the parous woman’s uterus, in that the 
corporo-cervical angle is less acute. Even in 
young patients suffering from excessive uterine 
bleeding it is found that the cervix is slightly 
patent and easily admits a small sound. In the 
parous woman the patency is more pronounced. 

I should like to emphasize here that the 
endometrium in menorrhagia and metrorrhagia 
gives little information regarding the character 
and severity of uterine bleeding. Nevertheless, 
it is to some extent true that the changes 
produced in the mucous membrane may be 
taken as an index of ovarian function in cases 
otherwise normal. It is clear that where cycles 
exist samples of the endometrium must be 
obtained at the same part of the epoch in 
parallel cases if any comparison is to be made. 
If the cycles are masked by continuous hemor- 
rhage, the interpretation becomes more diffi- 
cult. Moreover, Evans® has pointed out, in a 
critical review of the work of Schroeder, that 
premenstrual changes in the endometrium oc- 
cur in some cases immediately following the 
cessation of the period, and that exactly similar 


Continuous excessive hemorrhages. 





this finding, it is generally considered that the 
endometrial change is associated with subnormal 
ovarian function. However, the complete re- 
moval of the ovaries does not lead to any similar 
condition, and J. B. Collip has found that there 
is a secretion of oestrin from the ovaries which 
is disproportionately great, even relatively to 
the reduced activity of luteal tissue, which may 
be inferred from the appearance of the ovaries. 
With regard to the suggestion made by W. 
Shaw'* that the ovary produces some abnormal 
toxic substance, it may be stated that similar 
suggestions have been made from time to time 
for other organs of internal secretion, but in 
every case the view that disturbances are due 
to excessive or deficient formation of the normal 
hormone has prevailed. 


EFFECT OF THE ANTERIOR PITUITARY-LIKE 
Hormone (A.P.L.) 


Animal experiments show that excessive doses 
of oestrin not only affect the production of 
monophasic cycles, but in continued administra- 
tion may eliminate the cycles. Excess oestrin 
affects the entire human.organism. As regards 
the uterus the effect is not limited to the endo- 
metrium, but involves the myometrium as well. 
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The continued administration of moderate doses 
of the anterior pituitary-like hormone in im- 
mature female rats leads to the precocious 
appearance of normal oestrous cycles,* while the 
ovaries rapidly attain the size and appearance 
of those of normal adults. There is therefore 
reason to suppose that this substance might, 
directly or through the anterior pituitary correct 
the changes observed in the ovaries in metro- 
pathia hemorrhagica, and lead to the appear- 
ance of normal balanced ovarian function and 
the recovery of normal uterine structure and 
function. This expectation was realized in many 
cases of varied types. 


DOSAGE 


Preparations of different strengths were used, 
but the dosage was so adjusted that the patient 
received at least 40 day rat-units per injection. 
Our best results were obtained by an injection 
every day for seven days, then every second day 
until the patient had passed through two men- 


strual eveles. When the menstrual flow became 











of normal duration and proportion treatment 
was discontinued. 

A high percentage of all cases in all groups 
responded as shown in Table II. In all groups 
there were some instances of recurrences of 
menorrhagia or metrorrhagia, but upon re-insti- 
tution of the therapy the cases responded with 
comparatively few injections. Group ‘‘D’’ how- 
ever, proved disappointingly refractory. 

In the typical cases of so-called metropathia 
hemorrhagica (such as shown in the Fig. ap- 
pended), the institution of the treatment did not 
cause any immediate cessation of bleeding. In- 
deed, while the hemorrhage commonly became 
less copious, there was no striking change for 
8 to 10 days, and then the bleeding became very 
profuse, usually worse in the morning with 
sharp ‘‘spurts’’ throughout the day. This 
exacerbation, however, gradually subsided and 
the bleeding practically disappeared, except for 
a slight metrostaxis for from 4 to 5 days’ dura- 
tion or lasting into the next cycle. The majority 
of patients, when treatment was continued, 
manifested a menstrual period on the 28th day 






























































TABLE II. 
Menstrual Subsequent history 
3 characteristics 
= an ” 
g . ; >s 
5 Previous to onset of § : Bleeding Cycles S8 
= present illness 2 * ae 
3 l ‘ ae § as 
= 8] 4 ]/ee | 32} F) Fl 3 | h | 8 | 4s]. 2 | 8] | 8 
3 &% ~ ee Qs & = 3 td 20 +8 = 38 a & 
3 [he = ae = ~ 2 = aS 3 > 
: Y | 7 | S88] eB] @ | 3] SE] 82) 7 | TS] € | 8] 2] 2 
8 & 2 | Ag | aco] A | ©] we | AS] & Se = S =| 5 
Ali | u “wt bhi ft be hae he 1 0 
B | 14 | 14 Behe iL rir &) wets 2N 
Cc 6 6 -] 2 1 5 5 5 1M 1M 
D | 18 s } | ee} eh 16 | 16 | 10 7 $1 tite 
E 8Q 3 3 4-1 2 1 8 8 5 3 2P 
F 7R 5 2 -l4 7 7 6 1 0 
G | 20L 15 1-11 7 6 5 15 15 10 5T 5S 1 5T 
| | 

(L) Of these bleeding dated from puberty in 5 cases. eat a 

(M) This case recently curetted; non-response probably due to endometritis (infected). 

(N) Small submucous fibroids 4% to 1 cm. in diameter. ; 

(H) Age 51. Uterus explored and found normal. Endometrium showed moderate cystic hyperplasia, with 

cedema of the stroma. 

(P) Two returned to 14 day cycles. 

(Q) One of these, condition dates from puberty (age 14). 

(R) Entire group of recent origin. 

(S) Existing since puberty. aid aa 

(T) One chronic nephritis, one pelvic inflammatory, two showed after hysterectomy, Uterine musculature and 


mucous membrane hyperplastic and in places atrophied, ovaries large follicular cysts with no potential 
Graaffian follicles; no evidence of recent corpora lutea. One case unexplained. 
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after the first exacerbation (which is regarded 
as an epoch superimposed on the background 
of more or less continuous hemorrhage), and at 
this period the hemorrhage was usually greater 
than a normal flow in duration and amount; 
clots and large mucosal fragments were passed, 
accompanied by considerable pain. In most 
cases the treatment was discontinued at this 
point. If however, the uterus remained large, 
and no pain was experienced, the treatment was 
continued; it was assumed with some reason 
that the bleeding of metropathia, which is char- 
acteristically painless, was not overcome and 
that the myometrium had not returned to 
normal. (See G-4.) It may be that several 
menstrual cycles must elapse before the endo- 
metrial overgrowths are completely shed, since 
Whitehouse has shown that the uterine mucosa 
is not completely nor uniformly shed even in 
normal menstruation. On the other hand, in 
the cases which were curetted prior to the in- 
stitution of therapy the result was considerably 
hastened. (See G-11.) Once eyeles of normal 
interval and proportion were established, they 
continued thenceforward normally, and in all 
eases which responded the uterus returned to 
normal proportions. This maintenance of 
normal rhythm has been followed in some cases 
for over two years. There were, of course, excep- 
tions to this typical history, for example, in 
women near the menopause, in whom the cessa- 
tion of hemorrhage is followed by amenorrhea. 
It is of interest to note that the vasomotor dis- 
turbances of the menopausal syndrome did not 
appear in such eases. 

In patients with continuous uterine bleeding, 
dating from puberty, the gross response was 
satisfactory, no matter how long the 
hemorrhage had continued, though 
after one or two cycles the normal 
menstrual rhythm was not perfectly 
established, being punctuated with 
periods of amenorrhea, lasting up to 
three months. Only very occasionally 
did the symptoms recur. It is worth 
noting that over 10 per cent of the 
cases in this entire series had at some 
time or another previously been treated 


There were ten cases and all responded. Exces- 
sive menstruation following abortion responded 
similarly. When pelvic inflammatory disease 
was the cause of metrorrhagia or menorrhagia 
the symptoms were aggravated by this method 
of treatment. In eases of polymenorrhea, with a 
flow of normal character but which recurred at 
irregular short intervals, it was sometimes 
possible to inerease these intervals by three or 
four days, but the previous condition recurred 
when treatment was discontinued. 

May I again emphasize the need of an out- 
look that extends beyond the endometrium and 
the study of mere local changes. The entire 
human organism is influenced by ovarian 
function. While the endometrium is a tissue 
easily accessible to study, the pattern of which 
alters from day to day, there are changes of a 
general biological character which may give 
rise to clinical symptoms, though they are not 
evident in the endometrial architecture. 


In this connection clinical trial of ‘‘A.P.L.’’ 
extract was extended to other conditions. 
Thirty eases were treated for menopausal 
symptoms and 24 responded. The improve- 
ment was marked, even when a considerable 
time had elapsed since last menstruation. In 
six of these cases in which periods had ceased 
for various lengths of time up to one year, 
menstruation reappeared in from 8 to 10 days. 
In cases of mastalgia, or so-called chronic 
mastitis, particularly those associated with ab- 
normal menstrual cycles, not only was the pain 
relieved but the small pea-like nodules in the 
breast disappeared. Let me add here that the 
normal mammary gland was never affected 
even in prolonged administration of A.P.L., 





Fic. 1.—G-4 and G-11—The horizontal crosshatched line 
above indicates the period through which treatment was ad- 


with radium or x-ray with only ministered. G-4 was curetted 4 years prior to the institution of 
’ ed 


temporary improvement. 


therapy. Curettings at that time showed a hyperplastic endo- 
metrium while G-11 was mildly curetted immediately prior to the 


In eases of post-partum metrostaxis institution of therapy. Microscopica] examination showed cystic 


. hyperplasia of the endometrium with some edema of the stroma. 
the results were particularly good. gee section G-11. 
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nor was the post-partum breast in any way 
altered. 

A form of urticaria with subnormal ovarian 
function and refractory to all other forms of 
medication disappeared with the administration 
of this hormone. Vomiting of early pregnancy 
was not improved, though it is worthy of note 


after therapy was instituted. No success was 
obtained in similarly treating primary amenor- 
rhea. 


The preparation of anterior pituitary-like 
hormone used by us did not cause any local 
symptoms or alteration in the blood pressure 
levels or give rise to systemic reaction. 





Fig. 2.—G-11l—Age 43, para-4. 
characteristically normal. Metrorrhagia for past 6 
months. Uterus enlarged, firm, but normal in shape. 
Parametrium and adnexa apparently normal. Cervix 
slightly patent; depth of cavity 4%4 inches. Walls firm, 
contours normal. Gently curetted. Endometrium:— 
stroma shows irregular areas of edema. Hemorrhagic 
areas throughout, glands greatly dilated, containing 
blood and hyaline secretion; epithelium of columnar 
type; many cells vacuolated. No areas of infiltration. 
Treated for 2 months. Subsequent history represented 
on graph. Uterus returned to normal proportions. 


Menstrual history 


that in none of the cases treated was there any 
tendency to abortion. In cases of sterility, in 
most instances associated with polymenorrhea, 
patients did not become pregnant, though two 
suffering from metrorrhagia became pregnant 
while being treated, and one other with a 
similar condition became pregnant immediately 
after cycles were established. 

Dysmenorrhea was intensified. It has pre- 
viously been pointed out that in the treatment 
of menorrhagia or metrorrhagia the appear- 
ance of pain frequently marked the beginning 
of improvement. Intermenstrual pain (mittel- 
schmerz) became more severe under treatment. 
In cases with normal cycles no change either in 
the amount of hemorrhage or the duration of 
the interval was observed, even when the 
injections were continued for months. A typi- 
cal menstrual period occurred in 10 cases of 
secondary amenorrhea in from 10 to 14 days 





Fic. 3.—G-13—Age 21, 
Menstruation was irregular. Metrorrhagia lasting for 
several months. During the past seven years was 
curetted 3 times for this condition. Bleeding profusely 
for 4 months prior to coming under observation. Uterus 
slightly enlarged, very firm, 3 inches in depth. Contour 
of cavity normal but hard. Photomicrograph.—Marked 
glandular and cystic hyperplasia. A.P.L. administered 
for 6 weeks. Normal cycles followed after an initial 
lapse of menstruation for 3 months. 


single; puberty at 14. 





Fig. 4.—C-1—Age 35, para-2. 
characteristically normal until 3 years ago, when periods 


Menstrual history 


became more profuse. For 2 months, metrorrhagia in 
addition to menorrhagia. On section.—Polypoid hyper- 
plasia with cystic glands. Stroma edematous. After 
two months’ treatment she menstruated normally and 
eyclicly. One year later the symptoms recurred, but 
with 6 injections of A.P.L. intermenstrual bleeding 
ceased and the cycles became of normal proportions. 
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It is generally held that the corpus luteum is 
essential for normal menstrual cycles, but I 
believe that this dogma must be modified, as 
pointed out in a previous communication.’ 
Moreover, Corner® and Hartman® have shown 
that the corpora lutea are not necessarily 
present in ovaries showing cyclic activity as 
manifested by menstruation. Ovarian function 
in the human being may therefore be largely 
appraised by the regularity, amplitude and 
duration of the menstrual epochs as well as by 
general well-being. 


IMPRESSIONS 


1. There are several types of irregular uterine 
bleeding, which may be distinguished by their 
menstrual histories. In selecting cases for treat- 
ment, correct diagnosis is absolutely essential. 
The organs in the pelvis must be palpably 
normal, and the presence of neoplasms of the 
uterus must be excluded. 


2. Menorrhagia and metrorrhagia due to in- 
flammatory disease are aggravated. 


3. Metropathia hemorrhagiea responds par- 
ticularly well. Pain is taken to signify that 
the musculature has returned to normal tone, 
and that the hyperplastic endometrium is being 
rapidly expelled. The duration of the treat- 
ment varies. Some cases have remained cyclic 
during two years of observation after treatment. 


4. Response is not so consistent in metror- 
rhagia of puberty, and treatment is followed by 
periods of amenorrhea. 


VITAMIN CONTENT OF MEDICINAL Cop LIVER OILS 
AND RELATED Propucts.—E. M. Nelson and R. Walker 
made vitamin assays of 128 commercial medicinal cod 
liver oil products. The products included 42 cod liver 
oils, 29 tablets, 7 capsules, 28 liquid preparations, 7 con- 
centrates, 5 emulsions and 10 miscellaneous products. 
The cod liver oils examined were found to be uniform 
in their vitamin D potency. Of the 17 brands of tablets 
tested, only 2 were found to contain therapeutic 
quantities of vitamins A and D in the doses prescribed. 
However, the report does not cover tablets which have 
come on the market recently. Of the 7 brands of cap- 
sules tested, 2 were found to contain vitamin A and D 
in therapeutic quantities. The others did not contain 
vitamin A but contained small but not significant 
quantities of vitamin D. Of 28 samples of hydro- 
alcoholic preparations, representing 23 different brands, 
not one sample was found to contain the vitamins of 
cod liver oil in significant quantities. Of 5 emulsions 
tested, all except one contained vitamin A and D in the 
amount expected from the proportion of cod liver oil 
alleged to be used in the manufacture of the product. 
One emulsion contained less than one-half as much 
vitamin A as would be expected from its formula. Seven 
concentrates, each representing a different brand, were 
tested for their vitamin potency. Of this number, 4 








5. Menopausal symptoms are alleviated. 

6. Mastalgia, if accompanied by disturbed 
menstrual cycles, frequently subsides. 

7. No permanent improvement is noted in 
simple polymenorrhea. The symptoms of dys- 
menorrhea are intensified. | 

8. There is no effect in pregnancy, and no 
effect on normal menstrual cycles as regards 
interval, amplitude, or duration; no local or 
constitutional symptoms are observed. 

9. It is considered that the effect of A.P.L. 
is to cause the ovary to resume a complete and 
balaneed endocrine activity in place of one that 
is unbalanced and incomplete. 


I wish to thank the Staffs of the Royal Victoria 
Hospital and the Montreal General Hospital for their 
kind cooperation. 

The extract used in these studies was prepared in 
the Biochemical Laboratory of McGill University by 
Professor J. B. Collip.3,4,5 The method of prepara- 
tion and physiological properties of the anterior- 
pituitary-like hormone (A.P.L.) have been published 
previously. 
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were found to contain vitamins A and D in such 
quantities that they could legitimately be classed as con- 
centrates. Three preparations were found to be prac- 
tically or wholly devoid of vitamin A and did not show 
more than one-tenth the vitamin D potency of cod liver 
oil.— J. Am. M. Ass., 1932, 98: 1263. 





DrIVER’sS THIGH.—A condition which has been recog- 
nized by medical and non-medical motor drivers is 
described in the Medical Journal of Australia under 
this title. It is a neuralgia or neuritis of the sciatic 
nerve which occurs in persons who spend much of their 
time in the driver’s seat. The symptoms vary from an 
indefinite feeling of fatigue in the muscles of the thigh 
to those usual in sciatica. The cause is long-continued 
pressure on the sciatic nerve just before its division in 
the lower third of the thigh, which pressure is produced 
by the use of the accelerator pedal, which requires the 
foot to be held in the one position, often for long 
periods. The seat must be adjusted to relieve this, and 
it is found that the abolition of the usual tilt best 
answers the driver’s purpose. The trouble is caused 
only when the driver sits badly, or the springs of the 
seat have given way.—The Medical Press, 1932, 133: 
516. 
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KUPFFER CELL MIGRATION* 


By Duptey A. Irwin, M.B., 


Department of Medical Research, Banting Institute, University of Toronto, 


Toronto 


“THE Kupffer cells of the liver are believed to 
migrate to other parts of the body. Mann’ 
states that engorged Kupffer cells may migrate 
to the lung, but the process is not wholly clear. 
During a recent investigation into the 
distribution of intravenous thorium dioxide, 
evidence of Kupffer cell migration was found. 
Brief mention of this migration was made by 
the author in a recent communication? on 
thorium dioxide distribution. The point is of 
considerable interest, and it was thought that 
a more extensive account should merit publica- 
tion. 

Rabbits of about two kilos were used in this 
work. A convenient dose of colloidal thorium 
dioxidet (3 ¢.c. per kilo) was given to all 
animals, administered into the marginal vein 
of the ear. The animals were killed at intervals 
up to a period of four months, and histological 
examination was made of various tissues. The 
tissues were fixed in 10 per cent formo-saline, 
cut in paraffin, and stained with hematoxylin 
and eosin. The thorium dioxide was readily 
identified in the tissues as a finely granular, 
highly refractile, grayish bronze material, of 
metallic appearance. 

The presence of thorium dioxide in the 
tissues in relatively large amounts was judged 
to be innocuous, as not the slightest reaction 
was demonstrable that could be attributed to 
its presence. This lack of reactien great- 
ly facilitated histological interpretation. The 
thorium was found, for the most part, in the 
liver, spleen, bone marrow and lymphatic 
tissue, though small amounts were present in 
the adrenal gland, lung and ovary. Oceasion- 
ally a few granules were seen in the glomeruli 
of the kidney. In the bone marrow, spleen and 





* Received for publication on August 23, 1932. 

t+ The thorium used throughout was a commercial 
preparation known as ‘‘thorotrast’’, which is a 25 per 
cent colloidal solution of thorium dioxide in serum 
prepared by the Heyden Chemical Corporation, New 
York, to whom we are grateful for the supply used in 
this work. 


lymphatic tissue the thorium was found to be 
engulfed entirely by the reticular cells. These 
cells were spherical, with a well staining, 
eccentrically placed nucleus, and a cytoplasm 
completely filled with finely granular particles of 
thorium. These cells were remarkably constant 
in size. In these organs there was no evidence of 
any elimination or shifting distribution of the 
thorium, apart from some clumping of the 
thorium-containing cells, up to a period of four 
months. In the spleen, adjacent thorium- 
containing cells usually fused to form giant 
cells, though similar cells in the bone marrow 
or lymphatic tissue maintained their individu- 
ality. In the ovary small amounts of thorium 
were seen occasionally in the cytoplasm of a 
few reticular cells. No evidence of elimination 
or changing distribution of the thorium- 
containing cells was seen up to a period of four 
months. The apparent lack of elimination of 
thorium from these organs up to a period of 
four months enabled an uncomplicated inter- 
pretation to be made of the changes observed 
in the liver, lung and adrenal thorium. 

At two days a few of the alveolar epithelial 
cells of the lungs were seen to contain a few 
fine granules of thorium (Fig. 3), but not in 
sufficient quantity to distort the cell outline 
or obseure the cytoplasm. Such cells were 
constantly seen up to a period of a week after 
injection. These cells soon disappeared and at 
three weeks were not seen. These cells were 
found oceasionally during the first two weeks 
in the alveolar spaces, bronchioles and the 
mucus of the trachea. Other thorium-contain- 
ing cells were seen in the lung, at later periods, 
and will be described later. 

In contradistinection to the constant amount 
and distribution of thorium in the spleen, bone 
marrow, lymphatic tissue and ovary, the liver 
and adrenal gland showed a shifting distribu- 
tion and decreasing amount of thorium. The 
liver at two days (Fig. 1) showed a large 
amount of thorium, present as fine granules, in 
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the cytoplasm of the parenchymatous cells. The 
distribution was quite even throughout the 
lobules. Most of the Kupffer cells showed 
small amounts of thorium in the cytoplasm. 
The quantity was not sufficient to distort their 
stellate appearance. These cells had their 
usual arrangement throughout the lobule. At 
seven days the appearance was unchanged, ex- 


Fic. 1—High power photomicrograph of liver two 
days after a 3 cc. per kilo dose of thorium dioxide, 
which is seen as small particles in the cytoplasm of the 
liver cells. 
cept in certain areas where the Kupffer cells 
were seen to form small islands of 5 to 10 eells, 
apparently due to rapid e¢ell division. At two 
weeks the distribution of the thorium granules 
within the liver cells was unchanged but the 
Kupffer cells showed slight swelling due to an 
increased thorium content. The intralobular 
arrangement of the Kupffer cells was un- 
changed. At one month the thorium granules 
within the liver cells were slightly larger, 
giving the appearance of having aggregated to 
some extent. These granules tended to occupy 
a more peripheral position within the liver 
cells. The Kupffer cells were found to be 
distinctly ovoid with eccentrically placed 
nuclei and an increased thorium content. The 
intralobular distribution of the Kupffer cells 
was found to be unchanged at this period. At 
two months there was a decrease in the number 
of thorium granules in the liver cells. This 
was found to be uniform throughout the lobule 
and organ. The Kupffer cells were spherical 
and their cytoplasm was completely obscured 
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by the engulfed thorium. The nuclei of these 
cells stained well. The distribution of the 
Kupffer cells at this stage was altered. They 
were found to occupy almost entirely the 
middle and inner lobular zones. At three 
months the lobule presented a striking appear- 
ance. The liver cells contained still fewer 
thorium granules. The Kupffer cells were 


Fig. 2.—Low power of liver three months after a 3 
e.c. per kilo dose of thorium dioxide. The liver thorium 
is now practically all engulfed by the Kupffer cells that 
have migrated to surround an interlobular vein. Several 
of these cells can be seen lying free within the vein 
lumen. 


clustered about the central vein (Fig. 2), fre- 
quently in an annular arrangement. They were 


increased in size and number. In some areas 
they were seen bulging into the central vein. 
In some sections the central and sublobular 
veins were seen to contain thorium-laden eells,* 
morphologically identical with the similarly 
laden Kupffer cells about the central vein 
areas. Blood smears from the hepatic veins 
showed cells of similar morphology. At four 
months the findings were unchanged, with the 
exception of a decreased number of thorium- 
laden cells about the central vein areas. 

The lung at one month was free of thorium. 
At two months occasional cells, morphologically 
identical with the thorium cells of the central 
vein areas of the liver, were found firmly lodged 
in alveolar capillaries. These cells were intact 
and their nuclei stained well. At three months 


* With doses of 6 ¢.c. per kilo, similarly laden cells 
have been seen within the veins as early as the third day. 
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these cells were more numerous in ‘the lung 
(Fig. 4). They were, for the most part, found 
firmly lodged in the alveolar capillaries. Ocea- 
soinally they were seen in the smaller lung 
arterioles, usually singly, but at times in clusters 
(Fig. 5) that almost completely occluded the 
lumen. An oceasional alveolar space revealed 


one or more of these cells lying free within it. 
They were found aiso in the mueus of the 
smaller bronchioles and trachea and appeared 


to be intact (Fig. 6). The lung at four months 
presented similar findings. 

The adrenal gland at two days showed the 
presence of thorium dioxide within the cyto- 
plasm of the elongated cells lining the blood 
channels between the columns of the cortex. 
These thorium-containing cells were limited al- 
mostly entirely to the zona glomerulosa and 
outer part of the zona fasciculata. The amount 
of thorium within these cells was not sufficient 





Fic. 3.—High power of lung two days after a 3 
A few fine 
particles of thorium are seen engulfed by the alveolar 


c.c. per kilo dose of thorium dioxide. 


epithelium. 


Fic. 4.—High power of lung three months after a 
3 e.c. per kilo dose of thorium dioxide. Cells engorged 
with thorium are seen plugging an alveolar capillary. 





Fic. 5.—High power of lung arteriole three months 


after a 3 ¢.c. per kilo dose of thorium dioxide. 


the arteriole. 


Thorium- 
engorged cells are seen almost plugging the lumen of 


Fic. 6.—High power of tracheal epithelium with 
contained mucus and cellular debris three months after 
a 3 c.c. per kilo dose of thorium dioxide. A thorium- 
laden cell is seen in the tracheal debris. 
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to distort their outline to any great extent. A 
few of the outer cortical parenchymatous cells 
also contained small amounts of thorium. At 
one month these cord cells were practically free 
of thorium, which was concentrated in the blood 
channel cells. These cells now occupied the 
inner half of the cortex. At three months prac- 
tically all of these thorium-containing cells were 
in the zona reticularis usually bordering on a 
venous space. At four months these cells were 
more closely aggregated about the venous spaces. 
The amount of engulfed thorium was less, and 
was arranged in a very loose manner compared 
to the thorium-containing Kupffer cells. In one 
section a cell morphologically identical with the 
above-mentioned cells was found in the adrenal 
vein. 

SUMMARY 


Colloidal thorium dioxide administered to 
rabbits intravenously in doses of 3 ¢.c. per kilo 
was found principally in the liver, spleen, bone 
marrow and lymphatic tissue, and in small 






URING the course of some recent work on 


bilirubin formation and the reticulo-endo- 
thelial system we had occasion to study the 
effects of intravenous injections of thorium 
dioxide in colloidal suspension. Radt* and 
Oka? were the first to use colloidal thorium 
dioxide to outline the liver and spleen in x-ray 
plates. In spite of considerable work on the 
subject, the use of thorium dioxide has not 
become very popular on this continent. The 
reason for it is a lack of experimental work 
to prove or disprove the harmlessness of col- 
loidal thorium. 

The mechanism by which colloidal thorium 
renders visible the liver and spleen on an x-ray 
plate is shortly as follows. Colloidal thorium, 
like any colloidal suspension, is rapidly stored 
in the reticulo-endothelial system of the or- 
ganism. Thorium, not being penetrable by 


* From the Department of Medicine, McGill Uni- 
versity Clinic, Royal Victoria Hospital, Montreal. 

This Research was made possible by a grant from 
the Banting Research Foundation. 
Received for publication August 8, 1932. 
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amounts in the adrenal and ovary. The thorium 
in the bone marrow, lymphatic tissue, spleen 
and ovary did not change appreciably in amount 
or distribution up to a period of four months 
after administration. 

In the liver, the thorium was engulfed, at 
first, chiefly by the parenchymatous cells. The 
Kupffer cells gradually acquired the thorium 
from the liver cells, migrated to the central vein 
of the liver lobule, entered the blood stream, 
and were caught in the lung capillaries. They 
were eventually found in the air passages and 
mucus of the trachea. 

A similar process was seen in the adrenal 
gland. The elongated lining cells of the outer 
cortical blood channels at first engulfed small 
amounts of thorium. They gradually migrated 
to the deep layers of the cortex and aggregated 
about the blood spaces to gain entrance to the 
venous blood stream. 
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CLINICAL 


MEDICINE* 






x-rays, will therefore give a shadow of the 
organs which store the substance. The mam- 
malian liver and spleen, as they are very rich 
in reticulo-endothelial cells, are thus outlined in 
the x-ray picture. The elimination of the 
thorium dioxide was found to be very slow and 
x-ray shadows of liver and spleen could be 
seen even one year after the injection of col- 
loidal thorium. 


There are two questions to be answered be- 
fore we ean accept colloidal thorium for 
general clinical use (1) Does the storage of 
colloidal thorium interfere with the function of 
the reticulo-endothelial system? (2) Does the 
slow elimination cause any damage, or could 
the elimination be hastened? 

In another communication® we were able to 
show that it required tremendous quantities of 
thorium dioxide to produce even a temporary 
bloek of the reticulo-endothelial system. The 
dose, however, necessary for x-ray use, is com- 
paratively very small. Intravital storage is 
one of the main characteristics of the reticulo- 
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endothelial system, and can therefore be taken 
as an expression of its function. Our experi- 
mental animals were studied from that point 
of view. 

Rats were injected with 0.5 ¢.c. of thorium 
dioxide, which was found to be the proper dose 
for hepatolienography. The Figure shows the 
x-ray of a rat 24 hours after the injection. 





Fic.—Skiagram of a rat, to show localization of 
thorium in the liver and spleen. 
Twenty-four hours after the thorium injection 
the rats were injected with 1 ¢.c. of a 2.5 per 
cent lithium carmine suspension for 3 doses at 
24-hour intervals. The animals were killed 24 
hours afterwards, and sections of all organs 
were cut and studied. In these sections both 
substances, the thorium as well as the carmine, 
were found to be stored in the reticulo- 
endothelial cells. In a number of cells both 
substances could be seen in the protoplasm of 
one and the same eell. The polygonal cells of 
the liver and the non-reticulo-endothelial cells 
of the spleen were in no way affected. Sections 
of liver and spleen of animals several months 
after the injection still showed the thorium 
stored in the reticulo-endothelial cells, but, in 
addition, a considerable amount of new reticulo- 
endothelial cell proliferation was noted as a very 
important fact. This is a protective mechanism 
which is always brought into play when an 
inereased demand is made on the system, that 
is, when storage exceeds the physiological 
amount. This proliferation occurs after injec- 
tion of any colloidal suspension and is in no 
way specific. The proliferation of reticulo- 
endothelial cells after the injection of colloidal 
thorium is therefore a protective mechanism, 


causing replacement of those cells which have 
stored the colloidal thorium. 

Thorium belongs to the group of the rare 
earths and is radio-active. The question arises 
whether the colloidal thorium used in the 
Heyden preparation ‘‘thorotrast’’ (25 per cent 
thorium dioxide-sol) possess any radio-active 
properties which could cause damage to the 
tissues, once it is stored in them. An ampoule 
of the preparation was therefore tested by the 
electroscope, but no trace of radio-activity 
could be demonstrated. A rat was: then in- 
jected with 3 ¢.e. of thorium dioxide (that. is 
about six times the dose necessary to outline 
the liver and spleen on an x-ray plate) and 
killed three days after the injection. The liver 
and spleen were removed and exposed to an 
x-ray plate for 48 hours, without producing the 
slightest evidence of a shadow. 

No ill effects having been found in the 
experimental animals, we proceeded with the 
clinical application of colloidal thorium. It is 
not the subject of this paper to discuss the 
x-ray technique or findings; that is matter for 
the roentgenologists ; x-ray pictures, therefore, 
have been omitted here. Our attention was 
directed in the first place towards the effect of 
the colloidal thorium on the organism as a 
whole, and, secondly, its applicability in clinical 
medicine. 

The thorium dioxide was injected in the fol- 
lowing manner. A 25 e¢.c. ampoule of the 
thorium dioxide was warmed to slightly above 
body temperature and a hot syringe was filled 
with the preparation. The colloidal suspension 
was then very slowly injected (8 to 10 
minutes). It is quite essential to inject the 
thorium dioxide warm and slowly, in order to 
prevent reactions. We found 50 e¢.c. of the 
thorium dioxide (thorotrast-Heyden; 25 per 
cent thorium dioxide-sol) the optimum dose 
for the average adult. The 50 ¢.c. were given 
in 2 doses at 24-hour intervals, and the x-ray 
plates were taken at least 24 hours after the 
last dose. 


CASE 1 


A male patient, aged 60. 
myelomata: The patient received a total of 75 c.c. of 
thorium dioxide in 3 doses, at 24-hour intervals. An 
attempt was made to study the bone marrow in the x-ray 
plate, but without success. No reaction followed the 


Diagnosis: multiple 


injections. The patient died 3 weeks after the last 
injection. The autopsy confirmed the diagnosis. The 
reticulo-endothelial cells of liver, spleen, and bone 


marrow showed definite proliferation. There were no 











308 


other changes in the liver and spleen outside the storage 
of thorium in the reticulo-endothelial cells. 


CASE 2 


A female patient, aged 71. Diagnosis: carcinoma 
of stomach with metastasis in the peritoneum. The 
patient received 50 c.c. of thorium dioxide in 2 doses at 
a 24-hour interval. There was no reaction and no 
change in the condition of the patient following the 
injection. No metastases could be demonstrated in 
the liver of the patient. The patient left the hospital 
untreated. The patient was alive 8 months after the 
last injection and did not show any signs referable to 
the storage of the thorium dioxide. 


CASE 3 


A male patient, aged 44. Diagnosis: cirrhosis of 
the liver. The patient received 50 ¢.c. of thorium 
dioxide in 2 doses, at a 24-hour interval . No reaction; 
24 hours after the second injection the patient had a 
severe hematemesis. A transfusion was given, but he 
died 24 hours afterwards. No autopsy. 


CASE 4 


A male patient, aged 60. Diagnosis: duodenal 
ulcer. The patient received 25 ¢c.c. of thorium dioxide. 
Fourteen hours after the injection he developed severe 
abdominal pain and was operated on at once. A per- 
forated duodenal ulcer was found; the patient died 
during the operation. No autopsy. 


CASE 5 

A male patient, aged 66. Diagnosis: mediastinal 
tumour, with metastases in the lung and _ broncho- 
pneumonia. The patient received 50 c¢.c. of thorium 
dioxide in 2 doses at a 24-hour interval. No reaction. 
After 6 weeks he was discharged from the hospital, his 
broncho-pneumonia being cured. The patient was last 
seen 6 months after his second injection, and he showed 
no signs referable to the storage of the thorium. 


CASE 6 


A male patient, aged 35. Diagnosis: carcinoma ot 
stomach. The patient received 50 ec. of thorium 
dioxide in 2 doses, at a 24-hour interval. No reaction. 
He died 17 days after the last injection. At autopsy a 
carcinoma of the stomach involving the adjacent tissues 
was found, with metastases in the regional lymph nodes. 
Sections of the liver and spleen showed a moderate 
proliferation of the reticulo-endothelial cells. 

CASE 7 

A male patient, aged 52. Diagnosis: Ayerza’s 
disease. He received 3 times 8 c.c. of thorium dioxide 
for pulmonary arteriography, and 24 hours afterwards 
25 ¢.c. for hepatolienography. The x-ray plate of the 
chest showed extensive fibrosis of the pulmonary vessels 
of both lower lobes. The patient was discharged un- 
treated. The patient is now 8 months after his last 
injection, in fairly good condition, and does not show 
any signs referable to the storage of the thorium. 


CASE 8 

A male patient, aged 46. Diagnosis: carcinoma of 
the cardia. The patient received 50 ¢.c. of thorium 
dioxide in 2 doses, at a 24-hour interval. No reaction. 
Three weeks afterwards the patient was discharged, 
symptomatically improved. It is now seven months after 
his last injection and he does not show any signs re- 
ferable to the storage of the thorium. 


CASE 9 


A female patient, aged 38. Diagnosis: carcinoma- 
tosis of both lungs. The patient received 50 c.c. of 
thorium dioxide in 2 doses at a 24-hour interval. No 
reaction. The patient was discharged untreated. Six 
months after the last injection there are no signs 
referable to the storage of the thorium. 
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CASE 10 


A normal adult, male. (Author), aged 30. Sixteen 
c.c. of thorium dioxide were injected on 2 occasions, for 
pulmonary arteriography. No reaction. The pulmonary 
circulation was well outlined under the fluoroscope. Six 
months after the last injection there are no signs re- 
ferable to the storage of the thorium. 


CASE 1] 

A normal adult, male, aged 38. Twelve c.c. of 
thorium dioxide were injected for pulmonary arterio- 
graphy. No reaction. The pulmonary circulation was 
well outlined under the fluoroscope. Six months after 


the injection there are no signs referable to the storage 
of the thorium. 


CASE 12 


A female patient, aged 61. Diagnosis: cholelithiasis. 
The patient received on January 23rd and 24th, respec- 
tively, 25 ¢.c. of thorium dioxide. No reaction. On 
May 11, 1932, the patient was operated on. The gall 
bladder and the common duct was found filled with 
stones. The liver appeared perfectly normal on inspec- 
tion. The patient made a perfect recovery and is now 
in excellent condition. 


CASE 13 
A male patient, aged 12. Diagnosis: cirrhosis of 
the liver. He received 12 ¢.c. of thorium dioxide. No 
reaction. 


The x-ray plate showed the typical mottled 
appearance of the liver. The patient died 2 weeks after- 
wards of a terminal broncho-pneumonia. 


CASE 14 

A male patient, aged 63. Diagnosis: cirrhosis of 
the liver. The patient received 50 e¢.c. of thorium 
dioxide in 2 injections, at a 24-hour interval. No 
reaction. The x-ray plate showed the typical mottled 
appearance of the liver. The patient was discharged 8 
weeks later, his condition being improved. There were 
no signs referable to the storage of the thorium. 

None of these 14 persons had any reaction 
following the injection of thorium dioxide; 6 
of the 14 died soon after the last injection, but 
death was really expected in every one of these. 
Eight are still alive, and, although the majority 
of them are suffering from incurable condi- 
tions, and a fatal outcome has to be expected 
soon, no signs or symptoms have been observed 
which could be attributed to the use or the 
presence of the thorium dioxide in the or- 
ganism. The author, being one of the two 
normal cases reported above, has not suffered 
any untoward effects after the injection of the 
thorium dioxide, and is still in good physical 
condition more than six months later. 

In two instances autopsies were performed; 
in one case about 3 weeks after the last injec- 
tion, the other, 17 days afterwards. The 
sections of liver, spleen, and bone marrow in 
both cases showed the thorium dioxide stored 
in the reticulo-endothelial cells and also a pro- 
liferation, or, better, a new formation of the 
same cell elements. The liver parenchyma, 
that is the polygonal cells of the liver, and all 
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the other non-reticulo-endothelial cells of the 
other organs which had stored the thorium, 
did not show any changes whatsoever. 

In 11 of the 14 cases, the thorium dioxide 
was injected for the purpose of hepato- 
lienography. In 2 eases an attempt was made 
to visualize the pulmonary circulation, and in 
one case both hepatolienography and pulmonary 
arteriography were attempted. 

As far as hepatolienography is concerned, 
I will merely refer here to the work of Radt,’ 
Oka,? and Kadrnka.*’ We have, however, for 
the first time, attempted the visualization of 
the pulmonary circulation by means of intra- 
venous injection of thorium dioxide. It will 
therefore be necessary to discuss shortly the 
technique and the results obtained. 

The dose necessary to outline the pulmonary 
circulation is much smaller than that for 
hepatolienography. Six to 8 ee. of the 
thorium dioxide was found to be the proper 
dose for an adult person. The procedure is, 
shortly, as follows. The patient is placed in 
front of the x-ray apparatus or behind the 
fluoroscope. A tourniquet is tied around his 
arm and a needle introduced into the brachial 
vein; the tourniquet is then removed and the 
blood massaged out of the vein. The tourni- 
quet is again tied around the arm, and 6 to 8 
e.c. of thorium dioxide are injected into the 
vein. The arm is then raised, the tourniquet 
quickly removed, and the x-ray picture taken, 
either in a flash or the vascular outline is 
studied under the fluoroscope. X-ray plates 
must be taken with great rapidity, that is, 
before the injected thorium dioxide leaves the 
pulmonary circulation. 


DIscUSSION 


The experimental studies, as well as the 
clinieal observations, uniformly show that the 
colloidal thorium has no toxie effect on the 
organism if given in the quantity necessary for 
x-ray use. No signs or symptoms could be 
found which could be regarded as a disturbance 
of reticulo-endothelial function. The rapidly 
developing proliferation of. the reticulo-endo- 
thelial cells following the thorium dioxide 
injection is a compensatory process, replacing 
those cells which have stored the thorium. No 
trace of radio-activity could be demonstrated, 
either in the colloidal suspension or in the 
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organs which had stored the thorium, and this 
therefore need not be feared. 

The fatal cases reported in the literature can 
hardly be attributed to the use of thorium 
dioxide, since all the patients were suffering 
from ineurable and fatal diseases, just as all 
the deaths which have oceurred in our series 
occurred in patients who suffered from ineur- 
able and fatal conditions. The surviving cases, 
and especially the normal ones, quite clearly 
show the complete absence of any untoward 
effects resulting from the use of colloidal 
thorium dioxide. 

The question arises whether the prolonged 
storage of the thorium in the system may 
eventually lead to some pathological changes. 
No definite answer. can be given to this question 
as yet. We must, however, remember that one 
of the physiological functions of the reticulo- 
endothelial system is the storage of iron and 
that this system is used to store foreign bodies. 
Our observations extended over a period of 8 
months, without showing any pathological 
changes to have occurred in the organs which 
had stored the thorium. None of the other ob- 
servers have so far demonstrated any late 
effects resulting from the use of colloidal 
thorium. 


In regard to the clinical applicability of 
thorium dioxide, it is indicated in all doubtful 
liver and spleen conditions (hepatolienography ). 
Radt states that the presence of extensive de- 
struction of the liver and spleen is a contra- 
indication for the use of thorium dioxide. In 
these cases, however, the use of thorium for 
diagnostic purposes is hardly necessary, since 
the diagnosis can usually be made without its 
aid. 

The possibility of outlining the pulmonary 
circulation may open up fields for further in- 
vestigations. Thorium dioxide has been used 
by others to outline the cerebral circulation, 
with excellent results.» In pulmonary, as well 
as in cerebral arteriography, the dose required 
is so small, that in no ease need ill effects be 
feared. 


CONCLUSIONS 
1. Thorium dioxide-sol has been used experi- 


mentally in animals and clinically in the human 
subject without producing toxic effects. 
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2. Observations over a period of 8 months 
have not shown any pathological changes occur- 
ring in the organs which stored the thorium, in 
spite of slow elimination. 

3. No radio-activity could be demonstrated in 
the colloidal thorium preparation, nor in the 
organs which had stored the thorium. 

4. The thorium dioxide was found to be use- 








APPARENTLY the first operation performed 
for removal of the diseased appendix vermi- 
formis was carried out by Dr. Abraham Groves 
at Fergus, Ontario, on May 10, 1883. Doctor 
Groves, who is still spared to carry out active 
practice, informs me that both the patient’s 
skin and his hands were cleansed by prolonged 
scrubbing with boiled water and soap. Silk was 
employed for both ligatures and sutures. Doctor 
Groves further informs me that the patient 
made an uneventful recovery, without the 
slightest wound disturbance. 

In his memorable article published in 1886, 
Fitz, of Boston, first coined the term ‘‘appendi- 
citis’”’ and established the cause of the disease 
which had previously been known as ‘“‘peri- 
typhilitis,’ or ‘‘inflammation of the bowels.” 
In 1889 McBurney published a paper which 
marked an epoch in abdominal surgery. There 
followed a period of about fifteen years during 
which such master surgeons as Richardson, Fow- 
ler, John B. Murphy, Ochsner and Deaver, made 
frequent and important contributions to the sub- 
ject. For a period of approximately ten years, 
commencing in 1915, very few articles dealing 
with disease of the appendix, appeared in sur- 
gical literature. During thesame period, moreover, 
the mortality rate from appendicitis commenced 
to rise. According to Willis’, the mortality rate 
from the disease in the United States has risen 31 
per cent since 1915. Adams’, quoting from the 
Registrar General’s Returns of England and 
Wales, shows that, whereas in 1919 the deaths 
per million population were 66, they had reached 
74 in 1923. 





*From the Montreal General Hospital. 
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ful in pulmonary arteriography as well as in 
hepatolienography. 
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Owing to the courtesy of Hon. Dr. Murray 
McLaren, I have been supplied with the record 


of deaths from appendicitis in Canada. In the 
old registration area in 1921, there were 816 
deaths, or a rate of 13 per 100,000 inhabitants. 
In 1928 in the same area, the death rate had risen 
to 14 per 100,000 inhabitants, or 998 deaths. In 
the present registration area, that is the old 
registration area plus Quebec, the death rate has 
risen from 14 in 1926 to 15 in 1929. The number 
of cases dying of appendicitis rose during the 
four years from 1,321 to 1,451. 

The foregoing statements justify, I believe, 
reconsideration of our operative procedures in 
the treatment of acute appendicitis. Mani- 
festly, were it possible for us to see all cases 
prior to perforation, the necessity for many 
special operative procedures would be avoided. 
There still remain reasons for us to continue a 
campaign with a view to securing earlier opera- 
tion through earlier diagnosis. In this con- 
nection, citing Bastianelli, as quoted by Bald- 
win’, the Roman surgeon put his creed into three 
aphorisms :—‘‘ (a) When physicians are discussing 
whether the case is appendicitis or not; it is. 
(b) When they are inclined to admit the possi- 
bility of appendicitis, without being perfectly 
sure of it; it not only is, but it is about to per- 
forate. (c) When the diagnosis is sure, there is 
already perforation, with a more or less circum- 
scribed peritonitis.” 

Eliason and Ferguson’ review the clinical 
phenomena noted, the type of operation per- 
formed, and the results obtained in 2.5 consecu- 
tive cases of acute appendicitis admitted to the 
senior author’s service and treated by either 
himself or four of his immediate associates and 
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assistants. Excluding three deaths which were 
due to concomitant diseases present before 
admission to hospital, there were 37 deaths in 
the 675 cases, giving a general mortality rate of 
5.3 per cent. 

Adams’ quotes figures giving the results ob- 
tained in both St. Thomas Hospital and the 
London Hospital for the periods of five and four 
years, respectively. The total number of cases 
reported by the two hospitals was 3,133 with a 
general mortality rate of 6.2 per cent. Among 
417 cases classified as ‘‘General Peritonitis,”’ the 
mortality rate was 24.46 per cent. 

Engel’ reports experiences for four years, 
1920-1923. During this time he treated 347 
cases of acute appendicitis with 21 deaths, or a 
general mortality rate of 6 per cent. Of these 
86 were perforated cases with 19 deaths, or a 
mortality rate of 22.09 per cent. 

The following Table is taken from an article 
published by C. E. Black’. It will be noted that 
the death rate obtained from the thirty-five 
groups of cases published in recent years is much 
higher than that reported by the author in this 
and previous contributions. 


APPENDICITIS—SURGICAL MortTALITY PERCENTAGE 
1. By 35 reporters in current literature since 1925. 
2. 70,619 cases reported. 
3. Mortality percentages. 


Low High Average 
(a) Glee. 2... ccna 1.22 10.00 4.05 
Cy SS cS eid, 0.00 11.40 4.05 
> ae 0.00 4.80 1.37 
(d) Suppurative......... 0.00 13.50 5.56 
(e) Gangrenous.......... 0.00 33.00 15.40 
(f) Peritonitis........... 8.20 16.70 11.10 


It is notorious that the analysis of published 
statistics, as well as, be it said, of personal 
statistics, is extremely difficult. Nevertheless, 
with few exceptions the mortality rate from 
perforated appendix is in the neighbourhood of 8 
to 14 per cent, or higher, whereas the general 
mortality rate in cases of acute appendicitis is 
apparently somewhat over 4 percent. A striking 
exception to these higher figures is seen in those 
published in 1926 by Archer and Young’. In 
this report they publish a general mortality rate 
in 245 cases of 1.22 per cent, and a mortality 
rate in 19 cases of appendicitis with perforation, 
with general peritonitis, of 10.52 per cent. 

In a recent article’, the writer published his 
opinions wits reference to certain features re- 
garding the time of operation in cases of acute 
appendicitis, and a general statement as to 
drainage of the peritoneal cavity. In this 





article also was indicated an outline of post- 
operative treatment. It is not my purpose to 
refer to these aspects of the discussion at the 
present time, but rather to bring to your at- 
tention three specific items in the technique of 
operation. Since I believe that cases of per- 
forated appendix, with localized abscess forma- 
tion, or generalizing peritonitis, and acute gan- 
grenous appendicitis, all require substantially the 
same manner of treatment, all three groups of 
cases have been included under the one heading 
of perforated cases. 

In 1919 the author published an outline’ of the 
method, particularly as it referred to the second 
feature of the procedure. Since that time the 
technique has been employed by an increasing 
number of the author’s associates and has re- 
ceived the support of Dr. E. M. Eberts, Surgeon 
in charge of the ‘‘L” Service at the Montreal 
General Hospital, to which the author is attached. 

Two papers published from the ‘‘L”’ Service of 
the Montreal General Hospital in 1921 and 1927, 
respectively, the first by Eberts and McKim" 
and the second by McKim", are of interest, and 
support, I believe, the author’s contention that 
both hospital days and mortality percentage are 
reduced by the employment of the method 
whereby protection of the abdominal wall is 
obtained by the proper application of ‘‘bipp” to 
the wound prior to opening the abdominal 
cavity. The first of these papers tabulated the 
cases treated on the ‘‘L”’ Service during 1919 
and 1920, at which time the author’s technique 
was used only in cases treated by himself. 
During this time the mortality rate in perforated 
cases was 16.9 per cent and the number of hospital 
days per patient in perforated cases 33. 

In McKim’s paper are analyzed and tabulated 
the cases of acute appendicitis treated on the 
same service during the three years 1923, 1924 
and 1925. The mortality rate was 8.2 per cent, 
and the hospital days in perforated cases 25.1. 
During the period, 1923, 1924 and 1925, the 
essential difference in the technique as employed 
on the service was that the wound was “‘bipped”’ 
prior to the opening the abdomen by the majority 
of surgeons on Dr. Ebert’s Service. 

During the latter part of 1924 the author 
assumed charge of the surgical service at the 
Western Division of the Montreal General 
Hospital. The technique described by him 
in 1919’? was employed from that time on in 
his own service, but not, as a rule, by the other 
surgeons making use of the hospital. An ana- 
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TABLE I. analyzed and brought up to the end of 1931. It 


Cases oF AcuTE APPENDICITIS—MONTREAL GENERAL 





will be noted that minor changes only are ex- 
Hespitat (McKim) oo ; : c 
hibited in the figures in the larger table. During 
Mortality Percentage Days in Hospital* the past two years, several other surgeons have 
Year Perf. Non-Perf. Total Perf. Non-Perf. adopted the writer’s technique; their cases have 
eee. 1466 0 74. 330 13.0 been included in the author’s group. 
1923-25.. 8.2 0 3.1 25.1 13.5 


Of the three procedures about to be described, 
the first is reeommended as a means of access to 
lysis of cases treated in the author’s service the belly cavity in all cases of appendicitis, 
during the three years, 1925-27, and a comparison irrespective of the acuteness or otherwise of the 
with cases treated by the surgeons in the second disease process. The second feature is for em- 
group, was published in 1929” and is republished ployment in all cases in which it is thought that 
here. All cases in the author’s group were infective material may be uncovered when the 
treated by, or under the direct supervision of abdomen is opened. The third is reserved for 
either Dr. George D. Little or myself. those cases in which it is believed that the 

The cases treated in the Western Division of patient’s life is in jeopardy. 
the Montreal General Hospital have been The first suggestion offered with regard to the 












TABLE II. 
Cases oF AcuTE APPENDICITIS TREATED ON THE AUTHOR’S SERVICE 
















Percentage 
Total No. Days in Mortality Days in 
of Cases Non-Perf. Deaths Hospital* Perforated Deaths Perf. Cases Hospital* 













192 125 0 11.92 67 3 4.48 16.78 
(excluding 
fatal cases) 


TABLE III. 
Cases or AcuTE APPENDICITIS IN THE SECOND GROUP 









Percentage 
Total No. Days in Mortality Days in 
of Cases Non-Perf. Deaths Hospital* Perforated Deaths Perf. Cases Hospital* 

















166 125 0 13.86 41 7 17.07 27.73 


(excluding 
fatal cases) 


*The number of days indicated under the classification ‘‘Days in Hospital” refers to the total 
number of days, including those both before and after operation. 


TABLE IV. 
Cases or AcuTE APPENDICITIS TREATED ON AUTHOR’S SERVICE 



























Mortality Average Percentage Average 

Total No. Percentage days in Mortality days in 

of Cases General Non-Perf. Deaths Hospital Perforated Deaths Perf. Cases Hospital 
356 1.40 251 0 11.56 105 5 4.75 18.62 


(excluding 
fatal cases) 


TABLE V. 
Cases oF AcuTE APPENDICITIS IN THE SECOND GROUP 














Mortality Average Percentage Average 
Total No. Percentage ! Mortality days in 


days in 
of Cases General Non-Perf. Deaths Hospital Perforated Deaths  Perf.Cases Hospital 
557 2.70 464 0 


















13.09 93 14 15.05 28.72 





fatal cases) 
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technique consists in the recommendation of a 
method of opening the abdomen which is different 
from that commonly used. This incision is a 
modification of that recommended by G. G. 
Davis’® in 1906 and A. E. Rockey" in 1915, 
although the author’s employment of it was 
prior to his knowledge that a similar operation 
had been previously recommended. The Mc- 
Burney incision, though applicable to the simple 
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Despite the fact that nearly all surgeons have 
seen many post-operative hernie following the 
employment of these incisions, and despite the 
fact that in many instances considerable trepi- 
dation on the part of the surgeon is induced, 
owing to the fact that soiling of the general 
peritoneal cavity is unavoidable when such an 
opening is made, the demand for more room than 
is afforded by the McBurney incision has induced, 





Fig. 1.—Showing method of incising anterior sheath 
of the rectus following splitting of the external oblique. 


Fic. 2.—Showing rectus muscle drawn medially, 
together with intercostal nerve. Line of incision through 
posterior sheath indicated. It is at this stage that wound 
is bipped. 





Fic. 3.—Showing method of closure; knot finishing 
suture of posterior sheath is seen. 


case, is placed too low to allow adequate exposure 
for the operative interference necessary in the 
difficult and dangerous case, and, furthermore, it 
is not readily extended to give such exposure. 
Although it is probably true that the majority 
of surgeons employ the McBurney incision, 
despite the objections indicated in the last 
paragraph, the fact that such shortcomings exist 
has led many operators to make use of a vertical 
incision over the rectus and to enter the abdomen 
either through the fibres of this muscle or after 
displacing the muscle either laterally or medially. 


Fic. 4.—Diagram showing method of introduction of 
packs. 


I believe, an increasing number of surgeons to 
employ the rectus incision. 

The incision recommended by the author 
avoids the risk of post-operative herniz, and at 
the same time, affords ample room for removal 
of the diseased appendix in even the most difficult 
case. The skin is divided by a transverse in- 
cision commencing at the midline approximately 
two to three centimentres below the umbilicus, 
which places its lateral border approximately 
three to four centimetres above the anterior 
superior spine. The subcutaneous tissue is 
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divided down to the aponeurosis in the same line. 
In infected cases, hemostasis is secured by 
the use of artery forceps, which are left in 
position during the course of the operation in 
the hope that thereby the introduction of many 
catgut knots may be avoided. Prior to com- 
pletion of the operation, these forceps are removed 
and only occasionally will it be necessary to 
re-apply them for the purpose of ligation of 
vessels. 

The external oblique aponeurosis is divided in 
the line of its fibres from approximately 5 cm. 
from the lateral border of the rectus and as far 
on to the surface of the rectus as its identity can 
be demonstrated. The anterior sheath of the 
rectus muscle is then split in the direction of its 
fibres from the midline to its lateral border. 
While this is being done, the upper leaf of the 
external oblique aponeurosis is ignored and cut 
through in the direction of the incision through 
the sheath of the rectus. If this incision be made 
approximately mid-way between the level of 
the anterior superior spine and the umbilicus, the 
transverse line in the rectus muscle, which is 
usually present close to this point, but above it, 
will be avoided. It is important that this be 
done. The rectus muscle is then separated 
from its posterior sheath by means of a curved 
blunt dissector, assisted by the fingers. The 
intercostal nerve will be seen at this stage of the 
operation lying upon the anterior surface of the 
posterior sheath of the rectus. This, together 
with its accompanying vessels, should be care- 
fully identified and withdrawn upward and 
medially, along with the rectus muscle. . The 
inferior epigastric vessels are also displaced 
medially without difficulty. With the lower 
lateral corner of the anterior rectus sheath held 
downward by forceps and the rectus muscle re- 
tracted medially and upward, that is away from 
the floor, the posterior sheath of the rectus is 
divided transversely and the abdomen thus 
readily entered. (Fig. 3) 

Two retractors, of the Kocher type, are intro- 
duced, one medially holding the rectus muscle 
out of the way, and the other placed in the lateral 
lower corner of the wound in such a way that 
the opening in the abdominal wall is displaced 
laterally and downward. The writer makes a 
practice at this stage of introducing a saline 
pack for the purpose of preventing the entrance 
of the small bowel and, if possible, the omentum, 
into the field of operation. Almost invariably 
the ce#cum is seen at the bottom of the wound. 
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It is picked up with forceps, if it be mobile, and 
further steps in the operation carried out secundum 
artem. 

If the opening into the abdomen obtained 
through the rectus sheaths be not sufficiently 
large to carry out whatever interference may be 
necessary under adequate visualization the ex- 
ternal oblique muscle is split somewhat further 
into the loin and the internal oblique divided in 
the direction of its fibres, together with the 
peritoneum and the transversalis muscle into the 
loin. Should occasion demand it, it is possible 
to carry this incision backward as far as the 
quadratus muscle, in which event a wound is 
obtained, without the division of muscle fibres 
and without the risk of injuring nerves, which 
will allow any complication, which may arise as 
the result of appendicitis, to be readily dealt with. 

All surgeons will agree, I believe, that difficulty 
in removal of the appendix is due most often to 
the fact that the organ is situated behind the 
cecum and that it is embedded in cedematous 
inflammatory tissue. If the wound herein sug- 
gested be employed, it is possible to grasp the 
cecum and ascending colon and, lifting upward 
and medially, to expose the retrocecal tissues to 
direct observation. Under these conditions the 
offending organ is more easily identified and re- 
moved and unavoidable hemorrhage more easily 
controlled. 


In all cases in which it is suspected that in- 
fective material may be uncovered within the 
abdomen, the following method is employed with 
the purpose of avoiding contamination and con- 
sequent infection of the abdominal wall. After 
the incision has been carried down to the peri- 
toneum, or rather the posterior sheath of the 
rectus, the whole of the wound is filled with 95 
per cent alcohol. This is immediately removed 
with dry sponges. All exposed parts, more 
particularly the fascial tissues, are then carefully 
rubbed with “bipp’”* If the dehydrating 
effect of the alcohol be adequate and the “‘bipp” 
properly made, the paste will be found to adhere 
to aponeurosis, muscle and fat. After the 
wound has been thus coated with the mixture of 
liquid paraffin, bismuth and iodoform, the 
posterior sheath of the rectus is incised, together 





*Bismuth, iodoform, paraffin paste, containing bis- 
muth subnitrate 1 part, powdered iodoform 2 parts, and 
liquid paraffin about 1 part, or sufficient to make a thick 
paste. It is of the utmost importance that vaseline or 
paraffinum molle be not used, as with such a vehicle an 
ointment which will not adhere to the raw tissue surfaces 
results. 
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with the peritoneum, and the operation proceeded 
with. 

The third recommendation is reserved for 
those cases in which, in consequence of the 
severity of the inflammatory process, the gravity 
of the patient’s condition, or the difficulty of 
operation, it is judged that necrosis of tissue is 
inevitable, that a considerable amount of in- 
flammatory exudate is to be expected, or that 
hemorrhagic oozing cannot be avoided. 


The essential features of the procedure, which 
is reserved for the grave type of perforated case, 
are, in the first place, obliteration of all dead 
spaces; (1) in the pelvis, (2) about the caput of 
the cecum, and (3) behind the ascending colon 
toward the liver, by means of packing, so that 
foci may not remain in which an exudate may 
accumulate and in which, in consequence, bac- 
teria may proliferate. 


The second suggestion is that the abdominal 
wall be not closed by means of sutures. It will 
be uniformly accepted as true, I believe, that 
necrosis of the abdominal wall, which in itself is 
such an important precursor of spreading cellu- 
litis or post-operative hernia, is in large measure 
due to ischemia consequent upon relative strangu- 
lation of the tissues by sutures. If no sutures 
are inserted into the peritoneum, aponeurosis, or 
fatty tissue, such a cause for a phlegmonous 
process is in very large measure avoided; when, 
in addition, these tissues have been protected by 
means of “bipp”’, the improbability of such sequelz 
is almost absolute. 


Following removal of the appendix and aspira- 
tion of exudate, the field of operation is packed 
for a few minutes with hot saline sponges, in 
order that at least partial hemostasis may be 
secured. Soft packing gauze (two-inch to four- 
inch wide) is soaked in liquid paraffin. A small 
amount* of “‘bipp” is rubbed on the surface 
of the gauze, particularly to those parts which 
will be placed in the depths of the wound. I 
make a practice of employing the gauze doubled 
so that two ends project for each gauze pack 
inserted. 

As a general rule, one large pack is inserted 
into the pelvis down toward Douglas’ pouch. 
A second gauze is inserted lateral to the cecum 
reaching up to, or somewhat above, the lower 
edge of the liver behind. As a rule, a third pack 
is placed between the two already described, 





*Not more, I believe, than a mass of ‘“‘bipp’’ equal to 
approximately 8.0 cubic centimetres should be employed. 





about the caput of the cecum, and if the in- 
flammatory focus has invaded the tissues medial 
to the cecum, this neighbourhood is also packed. 
Finally, a gauze is placed fan-wise, running 
upward, medially and downward from the open- 
ing into the abdomen and lying immediately 
beneath the parietal peritoneum. This gauze is 
so folded that it projects approximately 6 em. in 
all directions from the wound area. 

When these four packs are inserted it will be 
found that their doubled ends completely, or 
almost completely, fill the opening in the ab- 
dominal wall, so that any tendency toward 
evisceration is prevented. Safety pins are in- 
serted through the pairs of the gauze ends and, as 
a precaution against extrusion of the packs, 
three or four silkworm gut sutures are inserted 
which bring the skin edges into, more or less, 
intimate contact. 

Although the technique, as above described in 
some detail, is employed with widespread pack- 
ing in the seriously infected abdomen, I wish to 
insist that this method is used only in cases of 
extreme gravity. As a more general procedure, 
in cases in which a comparatively localized area 
only has been soiled, one single pack only is 
inserted down to the bed from which the appen- 
dix has been removed. In such cases the abdom- 
inal wall is closed in layers. 

When extensive packing has been employed, 
packs are left undisturbed for a variable length 
of time, depending upon the condition of the 
patient. In any event, they are rarely disturbed 
in less than four days from the date of operation, 
and in many instances have been allowed to 
remain in situ for ten to twelve days. Asa rule, 
I have made it a practice to remove them on the 
sixth to eighth day. 

At the time of removal of the packs, either one 
or other of two procedures may be carried out. 
Under an anesthetic in the operating room, the 
skin sutures are removed and the packs with- 
drawn. The whole field is then carefully ex- 
amined and if small necrotic areas are noted, 
these are wiped away. If possible, the use of a 
cutting instrument for this purpose is to be 
avoided. Suture of the abdominal wall in 
layers is then accomplished. As a rule, it is 
evident, on account of the large dead space 
which is present, that an opportunity will be 
given for the collection of blood and serum. 
Consequently, one or two small wicks are in- 
serted down to the bottom of the cavity and 
withdrawn from the lateral border of the wound. 





366 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Oct. 1932 








Secondary suture in this way is, I believe, 
especially useful if a number of days have elapsed 
before it has been felt wise to interfere with the 
packs. If the patient’s condition has improved 
rapidly following operation and if he has been 
able to consume a reasonably full diet within 
the first few days after operation, it would 
appear that the packs can be removed without 
the use of an anesthetic and that suture of the 
abdominal wall is not necessary. No fact, I 
believe, supports the contention that the wound 
recommended in this contribution is followed by 
a strong abdominal wall, more strongly than the 
fact that although in a considerable number of 
cases, in which no suture of the peritoneum, 
fascial or muscle layers have been undertaken, 
sound healing of the wound has been accomplished 
without in any case any tendency toward hernia. 

The five deaths in the author’s group of cases 
were due, in two cases, to toxemia, the result of 
generalized peritonitis, the one in a child of 7, 
one in a young man of 25. Both of these cases 
' were almost moribund at the time of admission 
and both died within twelve hours of operation. 
One case, a man of 63, died of pylephlebitis and 
multiple liver abscesses. One man of 51 died 
one week after operation, when convalescence 
appeared to have been well established, of gastric 
hemorrhage. At autopsy no ulcer and no 
venous varicosities were discovered, although 
the latter had been suspected. In one case, in 
which the appendix lay beneath the mesentery to 
the terminal ileum, death occurred as the result 
of obstruction of the terminal ileum. 

No case was refused operation on account of 
the apparent gravity of the condition, although 
in several cases, a few hours’ delay was under- 
taken in order that water and chlorides might be 
supplied to the tissues and in orcer that acidosis 
might be combated by means of rectal sodium 
bicarbonate solutions and intravenous admini- 
stration of glucose. 

In one case in which it was thought that the 
terminal ileum was not viable, an enterostomy 
was performed. This case ended successfully, 
although a short circuiting operation was neces- 
sary for closure of the ileostomy. No case of 
subdiaphragmatic abscess occurred in the author’s 
group of cases. During the fifteen years that I 
have employed the technique here recommended, 
I have not seen nor have I had reported to me a 
single case in which post-operative hernia has 
developed, nor in which weakness of the abdom- 
inal wall has been sufficiently marked to induce 





the patient to ask for relief. During the past 
ten years but two cases of fecal fistule have been 
encountered. Both of these cases healed prompt- 
ly without any special interference, one in seven- 
teen days and the other in five days. In no 
case has either iodoform or bismuth poisoning 
been exhibited to such a degree as to cause any 
anxiety whatsoever. 


SUMMARY 


There is much evidence available to support 
the view that the death rate from appendicitis 
is, at best, not diminishing. 

Statistics from numerous sources would indi- 
cate a general mortality rate from appendicitis 
in first-rate clinics, in the neighbourhood of 5 
per cent, and in perforated cases of approximately 
14 per cent, or higher. 

The employment of a specific technique out- 
lined in some detail in this contribution appears 
to have been successful in lessening the general 
mortality rate. In the author’s group of cases, 
this rate has been less than 1.5 per cent, and the 
mortality rate in perforated cases has been less 
than 5 per cent. Of almost equal importance, I 
believe, is the fact that ‘‘days in hospital” for 
patients in perforation cases have been reduced 
from 29 to 33 days to less than 19 days. 

Three distinct technical procedures are des- 
cribed :-— 

1. The employment in all cases of appendicitis 
of a transverse incision above the crest of the 
ileum for entering the belly. 

2. A method of protection of the wound 
against infection by means of a system of de- 
hydration and ‘‘bipping”’ of the wound of the 
abdominal wall prior to opening the peritoneal 
cavity. This method is recommended for em- 
ployment in all cases in which infective material 
is suspected. 

3. A technique reserved for the graver type of 
case in which multiple large gauze packs satur- 
ated with liquid paraffin and to which “‘bipp”’ 
is added, are employed in a definite schematic 
arrangement. When such packing is employed 
no sutures are inserted into peritoneum, muscle 
or fascial layers of the abdominal wall. Closure 
of the abdominal wall may be accomplished later 
by means of delayed primary suture, or secondary 
suture. 


Reference is made to the absolute or relative 
absence of complications such as post-operative 
hernia, 
fistule. 


subdiaphragmatic abscess and fecal 
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In no case has there been cause for anxiety on 
account of poisoning by either iodoform or 
bismuth. 
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THE TREATMENT OF LOBAR PNEUMONIA* 


By C. P. Howarp, A.B., M.D., C.M., F.R.C.P. (C.) Anpb 
C. W. FuLuerton, M.D., C.M., 


Montreal 


‘HE title of our paper requires perhaps a 

word of explanation to such an audience 
as the Canadian Medical Association affords. 
Your program committee invited us to discuss 
this somewhat hackneyed subject, and we have 
complied because we thought that we could 


perhaps sound a few words of warning in 
regard to the indiscriminate and improper use 
of serum. Lobar pneumonia is always with us, 
year in and year out, spring, summer, autumn 
and winter, in private and hospital practice, 
among the rich and the poor, the young and 
the old. Osler’ has said that pneumonia has 
replaced consumption in recent years as the 
‘*Captain of the Men of Death’’. Many believe 
with Norris and Farley* that the frequency of 
pneumonia is steadily inereasing the world 
over. Be this as it may, Wells® has estimated 
that 7 persons in each 1,000 inhabitants are 
annually attacked. In Montreal, prior to 1889, 
6.6 per cent of all hospital admissions were for 
pneumonia. In the last three years at the 
Montreal General Hospital there were 221 cases 
of lobar pneumonia among a total number of 
5,203 medical admissions (4.2 per cent), and 
among a total hospital population of 22,498 (1 
per cent). These figures will suffice to show 
that pneumonia still affords an interesting 
problem to the internist and general practitioner 
alike. In discussing the treatment we will con- 
sider first the measures to conserve the strength 
of the patient and to relieve the symptoms, 
secondly, the neutralization by non-specific 
measures of the effects of the pneumococcus on 





* Read at the Sixty-third Annual Meeting of the 
Canadian Medical Association, Toronto, June 22, 1932. 


the circulation and respiration, and, lastly, the 
specific measures of serum and vaccine therapy. 


J. MEASURES TO CONSERVE THE STRENGTH AND 
RELIEVE SYMPTOMS 


As in most acute infections, rest, mental and 
physical, is a sine qua non. The first essential 
is obviously good nursing; the second, abund- 
ance of fresh air; the third, a liquid nutritious 
diet as provided by high glucose drinks, broths, 
milk, gruels, custards, junket and jellies. A 
liberal water intake, of at least three litres a 
day, should be provided. Hydrotherapy, in the 
form of tepid spongings twice a day, will prove 
comforting to the febrile patient. Local appli- 
cations in the form of an icebag, or, in children 
and elderly patients, a light linseed poultice, 
will do much to relieve the pain of the associ- 
ated pleurisy. Diathermy is recommended by 
Binger and Christie However, the surest 
method for relief of pain is an opiate in the 
form of morphia, codeine or pantapon. This 
relief of pain not only permits rest and sleep 
but allows an increase of pulmonary ventilation 
and thus raises slightly the oxygen saturation 
of the arterial blood. The prevention and the 
relief of abdominal distension can best be accom- 
plished by a soap-suds enema every second day 
or the application of turpentine stupes to the 
abdomen and an occasional turpentine enema. 


II. NEUTRALIZATION BY NON-SPECIFIC MEASURES 
OF THE EFFECTS OF PNEUMONIA ON THE 
CIRCULATION AND RESPIRATION 


(a) Cardio-vascular stimulants—The former 
practice of administering as a routine cardiac 
stimulants has been severely criticized by many 
recent writers. We feel that the criticism is 
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justified, and we no longer use alcohol, digitalis, 
stryehnia and camphor indiscriminately in our 
pneumonia eases. Still, these drugs have their 
place. In the alcoholic subject regular moderate 
doses of alcohol may prevent the development of 
delirium tremens. Strychnia in asthenic and 
toxie cases may be beneficial, in doses of 1/30 to 
1/40 grain, hypodermiecally, every four hours. 
Camphor and eaffein sodium benzoate may be 
helpful in sudden cardiac failure following some 
undue effort as straining at stool, or following 
the crisis, or in some other medical emergency. 
Digitalis, when administered in massive doses 
from the very onset of the pneumonia, is of 
great value according to some of the American 
School, while others of the English School 
(among which we may be included) express 
little enthusiasm for its use. We do admit that 
when heart disease co-exists, or when auricular 
fibrillation or some other evidence of serious 
myocardial damage has appeared, digitalis 
should be administered in full physiological 
dosage. 

(b) Respiratory stimulation and the relief of 
cyanosis.—Oxygen administration has become 
almost a routine procedure. The oxygen 
chamber is, of course, the ideal, but is available 
in only a very few hospitals. Meakins® recom- 
mends the Haldane gas-oxygen apparatus, sup- 
plying two litres per minute, which will diminish 
anoxemia effectively and so relieve cyanosis. 
This form of administration will be enhanced 
by the use of an oxygen tent. MacLeod® states 
that the success of the oxygen administration 
will depend upon several factors: (1) the ability 
to get as much gas into the alveoli as possible; 
(2) the early administration before irreparable 
damage has been done; and (3) its continuance 
until cyanosis has disappeared. Glucose, by 
intravenous hypertonic solution (25 per cent), 
in amounts of 200 ec.c. four times daily, and by 
oral administration (400 to 600 grm. daily), has 
been strongly recommended by Litchfield’ and 
Maclachlan® as the best sparer of nitrogen and 
a stimulant to cell metabolism. We must confess 
we have not been much impressed by their 
reports or by the results in our own clinic. 

(c) Specific measures other than vaccine and 
serum therapy.— Time will permit of only a 
passing reference to quinine and its derivative, 
optochin. which. were tried as a means of de- 
stroying the pneumococeus in vivo. Moore and 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


[Oct. 1932 


Chesney,’ as well as Cole,'® have used optochin 
in the Rockefeller Hospital without any effect 
on the mortality of the disease. Pheniodine and 
mereurochrome have likewise been unsuccess- 
fully employed. 


III. S—ERuM AND VACCINE THERAPY 


In pneumonia, as in every acute infection, 
medical science has concentrated its efforts to- 
wards the production of some specific form of 
therapy, realizing that the symptomatic treat- 
ment is not sufficient. The sera of Pane, of the 
Klemperers, of Roemer and of Neufeld-Haendel 
were tried for a short time with but slight 
success, as they were prepared without any 
regard to the particular strain of the pneumo- 
coccus, hence, were not sufficiently specifie in 
their effect. Thanks to the efforts of Cole and 


his associates at the Rockefeller Institute a type 
specific immune serum was produced for Types 
Both these sera have 
been tried out extensively by many clinicians. 
The Type I serum was successful in reducing 
the mortality of Type I eases to 7 to 10 per 
However, homologous serum for Type II 


I and II pneumococeus. 


cent. 
possesses only slight value. In spite of these 
encouraging results, Type I serum has, in recent 
years, fallen into disuse for the following rea- 
sons, according to Locke :" ‘‘ First, the serum is 
of such low titre that an unreasonably large 
amount is necessary in order to insure adequate 
dosage of antibodies; second, the technical diffi- 
culties in its administration are a real obstacle 
to its general use; third, very severe reac- 
tions and especially serum sickness are com- 
mon.’’ We have then, as so well expressed by 
Park and Cecil,?? a perfectly sound theoretic 
basis for a specific serum therapy in Types I 
and II of pneumonia, but on the practical side 
still lack a serum free of defects. 

Various other modifications of serum therapy 
have been advocated, as Kyes’ fowl serum, 
Huntoon’s antibody solution, and the more 
recently developed concentrated serum of Felton. 
Kyes’ fowl serum and Huntoon’s antibody solu- 
tion can be dismissed from our consideration, 
beeause the former has not been used extensively 
enough to permit of any sound judgment of its 
value, and because the latter is associated with 
too severe thermal reactions to warrant its gen- 
eral adoption by the medical profession. 

Felton’s concentrated serum.—Felton** found 
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that by precipitating immune serum with large 
amounts of distilled water, the protective sub- 
stances went down with the precipitate. This 
precipitate is redissolved in cool distilled water 
and the suspension again allowed to settle dur- 
ing another twenty-four hours. ‘‘The white 
precipitate collected by means of a Sharples 
supercentrifuge was dissolved in one-half mole- 
cular sodium chloride and filtered through a 
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Berkefeld candle. By this means a concentra- 
tion of from two to twenty times of the serum 
was obtained. By the use of this technique on 
a number of different horse sera immunized to 
the three more specific types, polyvalent con- 
centrates were obtained.’’ ‘‘In short, Felton’s 
concentrated serum contains but a small amount 
of protein, is polyvalent to Types I and II and 
to a less extent to Type III pneumococcus, and 
ean be given in smaller doses and with little 
risk of reaction.’’ (Howard't). More recently 
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Felton has been able to standardize his solution 
so that it contains between 300 and 2,000 units 
for Type I, 100 to 800 units for Type II and 
between 10 and 100 units for Type III pneu- 
mococcus per cubie centimetre of serum. A unit 
is that amount necessary to protect a mouse 
against a million lethal doses of the pneumo- 
coccus. It will thus be seen that, while this 
serum is polyvalent, it is fairly potent for Type 
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I, but weak for Type II, and almost worthless 
for Type III. It must be borne in mind that 
the serum is not an antitoxin but a bactericide, 
acting directly on the pneumococcus, causing its 
agglutination and death. 

Method of administration.—Our practice is as 
follows. As soon as the patient is seen in hos- 
pital or home, provided it is not later than the 
third day of the disease, he is tested for hyper- 
sensitiveness to serum by the conjunctival 
method, i.e., the instillation of one or two drops 
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of a 1 to 10 dilution of the serum into the con- 
junctival sac. If the patient proves sensitive, 
desensitize him by slowly administering sub- 
cutaneously 5 ¢.c. of the serum and then wait 
half an hour before giving the therapeutic intra- 
venous dose. We would suggest that the latter 
procedure is wise, even if the conjunctival test 
prove negative. Then, even before the typing 
of the sputum has been reported, administer 
intravenously 20 ¢.c. of the serum which contain 
approximately 10,000 units of Type I and 10,000 
units of Type II pneumococeus antibody. This 
dosage is repeated every four to six hours until 
at least six doses (approximately 120,000 units) 
have been given, even though the temperature 
has started to fall after the second dose. If 
no benefit has accrued after the seventh dose 
keep on with the administration at the same 
time interval until ten doses (200,000 units) 
have been reached. We agree with Locke™ 
‘‘that the importance of early administration 
of the serum is so paramount that there is 
ample justification for routine injection as soon 
as the diagnosis of pneumonia is made and 
before typing can be done.’’ While we always 
learn with interest the nature of the type of 
pheumococeus in the individual case, we carry 
on with the serum regardless of the type re- 
ported until the patient has received at least 
100,000 units, providing no untoward reaction 
has occurred. 

We believe we have seen striking results even 
in Type III and IV infections. In about 15 to 
20 per cent of patients there is shortly after 
the first dose, a mild ‘‘thermal reaction’’ mani- 
fested by chilliness, rarely a definite chill, and 
slight increase in fever, but never hyperpyrexia. 
If these mild symptoms occur after the first 
dose they do not follow the subsequent intra- 
venous administrations. The allergic reactions 
are of two types. There may appear immedi- 
‘ately increased respirations, flushed face and 
apprehension, or, after a period of five to ten 
days, the well known ‘‘serum-sickness,’’ as 
manifested by urticaria or arthritis. Both these 
allergic reactions promptly disappear after the 
hypodermic administration of ten minims of 
adrenalin. Sudden death following the use of 
Felton’s serum has only been reported in one 
ease by Burgess.** Definite contraindications 
to the use of even Felton’s serum are: first, a 





moribund state; secondly, asthma, and, thirdly, 
a history of serum sensitiveness. 

The literature contains many encouraging 
reports of the treatment with Felton’s serum, 
notably those of Bullowa,?® Cecil and Sutliff,‘” 
Cecil and Plummer'® ?® and E. S. Mills.2° The 
best results are seen in Type I cases, less satis- 
factory ones in Type II, some benefit in Type 
IV, and more or less failure in Type III eases. 
We can only agree with Cecil and Plummer,*® 
when they conclude, ‘‘there is no more striking 
effect in the whole domain of specific therapy 
than that which follows the early administration 
of Felton’s serum in Type I pneumonia.”’ 

Our own experience in the Montreal General 
Hospital is shown in the following Tables. For 
some reason, probably technical, we have found 
that the three fixed types occur less commonly 
than in New York and other American cities. 
In general, Type I forms 17 per cent, and Type 
II and III each oceurs in 18 per cent of cases; . 
the remaining 47 per cent comprises Type IV 
(see Table 1). 





TABLE I 
Types 
Percentage 
Type I 31 16.7 
Type II 33 17.7 
Type III 33 17.7 
Type IV 89 47.9 
Total 186 100.0 
Not typed 30 
TABLE IT 
Serum Cases 1929-30-31 
Type Number Per cent Well Died 
I 24 22.0 19 5 
II 21 19.2 19 2 
III 17 15.7 9 8 
IV 47 43.1 43 4 
Not determined 13 0 9 4 
122 99 23 


The result of serum treatment in each type 
is shown in Table II. It will be seen that 19 of 
24 Type I cases recovered; 19 of 21 Type II; 
9 of 17 Type III; and, most surprisingly of all, 
43 of 47 Type IV eases. 

In Table III the cases that received no serum 
are tabulated and the results are apparently as 
satisfactory, the reasons for which we will point 
out later. 


Table IV gives the mortality figures for three 
years, and shows that for the 221 cases there 
was a total mortality of 17.6 per cent,—a lower 
figure than the former prevailing one of 20— 
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TABLE III 
Non-Serum Cases 1929-30-31 
Type Number Per cent Well Died 
I 7 9.1 7 0 
IL 12 15.6 11 1 
III 16 20.8 11 5 
EV 42 54.5 35 7 
Not determined 22 0 19 3 
99 3 16 
TABLE IV 
Mortality 
Number of cases .......... 221 
DRE -  Gstndtdic cane vas 182 
OOH 2 OS Bo cee dig oien 5 ohh 39 
BE wie Diéedawevenss 17.6% 
SSC, eer 122 
WROCOVGPION | 5.5% SbF eeKanderwa 99 
UHRBEEINE did oslh's sedrarbr eck s Dawe 23 
EE aehwedssdsecees 18.8% 
Non-serum cases .......... 99 
POOR U CIRO sic i8o wsiciseedoee 3 
ROMO tai ota BB Seas 16 
PE KS eRe NCES 16.2% 
TABLE V 
Total acceptable serum cases .... 90 
Recoveries ........ 83 
RNR Se eee te. 7 
Mortality ......... 7.8% 
Total rejected serum cases ...... 32 
Recoveries ........ 16 
DIME 62 dae ere eee 16 
ae 50.0% 


25 per cent. The reason that the mortality for 
the serum cases is less satisfactory than for the 
non-serum group is readily explained. Four 
years ago one of the two medical services acted 
as a control and gave no serum, but in the 
following three years, the resident staff of this 
service were so impressed with the benefit ob- 
tainéd by serum therapy in our service that it 

enthusiastically used serum in even the late 
cases and sometimes indeed in the moribund pa- 
tient. Further, not being impressed with the 
need of full dosage at repeated short intervals, 
many cases were given serum in 20,000 units 
doses several days after their admission, when 
grave symptoms of toxemia had arisen and 
sometimes at twelve or even twenty hour inter- 
vals. In our personally controlled series no 
patient was given serum later than the third 
day, and then always at four to six hour inter- 
vals, and with a total dosage of 80,000 to 

200,000 units. We have, therefore, excluded all 

eases which received serum after the fourth 

day and in amounts of less than 60,000 units 
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(one day later and 20,000 less units than in our 
own wards) and found that 32 serum eases 
could be rejected on this basis, leaving 90 accept- 
able cases, with 83 recoveries and 7 deaths, a 
mortality of 7.8 per cent; whereas, in the 32 
eases rejected because of having received im- 
proper serum therapy, there were 16 deaths, 
with a mortality of 50 per cent. A. H. Mac- 
Cordick,”* in a previous analysis of 525 cases 
of lobar pneumonia treated at the Montreal 
General Hospital, found that the correctly 
treated serum cases showed a mortality of 7.0 
per cent, as compared with the improperly 
treated serum eases and the non-serum eases, 
which had a mortality of 24 per cent. 

These figures, I think, teach us one great 
lesson, namely, that we have in Felton’s serum, 
if used early and in adequate dosage, a wonder- 
ful adjuvant to the usual symptomatic manage- 
ment of pneumococeus infections of Types I 
and II and IV, and one worthy of trial even in 
the severest form of all, Type III. 

Vaccines —From a study of the available 
literature it would seem a matter of consider- 
able doubt whether the use of vaccines after 
the onset of pneumonia can exert any influence 
on the course of the disease or upon its mor- 
tality, whatever be the effect in the prevention 
of the disease. 
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TRACHOMA IN CANADA* 


By W. Gorpon M. Byers, 


Chief of the Department of Ophthalmology, Royal Victoria Hospital, 
Professor of Ophthalmology, McGill University 


Montreal 


[s 1928 I was asked to prepare a report on 
trachoma in Canada as part of a world-survey 
of this disease for the International Ophthalmo- 
logical Congress at Amsterdam the following 
year, but though enquiries were early instituted 
I found it impossible to make a satisfactory 
statement because accurate statistics regarding 
the prevalence of the disease were not available 
for large areas of the Dominion. During the 
period that has elapsed, however, the disorder 
has been subjected to an investigation of increas- 
ing intensity, and though at this time any report 
must necessarily be provisional the situation as 
regards trachoma in Canada can now be visualized 
with a considerable degree of accuracy. I have 
chosen this occasion to present all the available 
facts, because I feel that in the interests of the 
public welfare the ophthalmologists of this 
country should keep themselves fully informed 
regarding the situation. 


THE Non-INDIAN POPULATION 


In speaking of the prevalence of the disease, 
it will be convenient to give first the figures for 
the non-Indian population, and leave the Indians 
for a separate section. The facts regarding the 
non-Indians are as follows. Dr. P. A. Creelman, 
P.H.O., and Dr. J. P. Lantz, of Charlottetown, 
report that Prince Edward Island is entirely 
free from trachoma. In Nova Scotia, according 
to Dr. G. A. MelIntosh, P.H.O., the disease 
is exceedingly rare, if not unknown in many 
districts. Dr. R. E. Mathers, Halifax, confirms 
this statement, and writes that during a practice 
of more than twenty years he has seen but two 
or three cases among residents of British ex- 
traction, and only two among foreigners, both 
of whom were Assyrian Jews, who were deported. 
The Department of Health in New Brunswick 
has no record of any cases of trachoma. Dr. 
A. F. Van Wart reports that the disease never 
occurs in and about Fredericton, and Dr. S. W. 


*A paper read at a meeting of the Canadian Medical 
Association, Torento, June 23rd, 1932. 


Burgess has observed only one case in Moncton 
in the last few years. From St. John, a port 
of entry where one would expect to meet with 
the disorder, Dr. L. DeV. Chipman writes that 
only three cases, all advanced, have come under 
his care during the last fifteen years. One was 
an Italian on whom he did a radical operation, 
and the other two were Russian Jewesses. 

It will help you to understand the situation in 
Quehec and the events leading to the exclusory 
amendment of the Immigration Act, if I say 
a few words about the history of trachoma 
in eastern Canada. The disease apparently was 
first introduced here during the opening decade 
of the nineteenth century by British soldiers and 
settlers who had fallen victims to the great 
epidemic of the malady that developed during 
Napoleon’s Egyptian campaign. There was little 
trachoma in France before 1760, when French 
immigration ceased, and the malady was un- 
common in Great Britain and the United States 
until long after the United Empire Loyalists had 
arrived in Canada. We have early records of 
the disease in all the Canadian garrisons, but it 
seems to have rapidly declined in the Maritime 
Provinces and Upper Canada, while persisting 
in Quebec. 

Trachoma in the Province of Quebec, unlike 
the disease in the western provinces, was never 
a rural problem. It did not gain ground among 
the British farming class, and the French- 
Canadians, isolated by their language and their 
religion, were little if at all affected. It was in 
Quebec City, and especially in Montreal—then 
as now the metropolis, and a garrison city— 
that the disease established itself. One gets an 
idea of the prevalence of the disorder from 
Howard' who, writing in 1850, speaks of having 
cured in Montreal at least 200 cases during a 
period of four years. 

From this time on, however, a gradual sub- 
sidence of the disease took place among the old 
stock, as the result of a favourable climate, 
better social conditions, and the work of a long 
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line of skilful oculists that began with Buller 
and Desjardins. On the other hand, a rising 
tide of immigration brought fresh cases from 
‘continental Europe, as well as from Asia Minor 
and China, the majority being Russian and 
Polish Jews. Notwithstanding this invasion, 
however, the disease continuously declined until 
toward the close of the century. But in 1898 
an organized movement to settle Jews in Canada 
added considerably to the number of our hospital 
patients, and the situation became acute in the 
opening year of this century, following the 
action of our neighbours to the south. In 1897 
the Treasury Department of the United States 
declared trachoma to be a menacing disease, and 
firmly closed the Atlantic seaports to trachoma- 
tous immigrants. The Canadian border was, 
however, left wide open, and in the following 
years many individuals found entrance by way 
of the Dominion. To remedy this oversight, 
the United States Government instituted, in 1901, 
a rigid surveillance along the whole of the 
Canadian border, and during this year an 
alarming number of immigrants suffering from 
the disease was thrown upon the Dominion. 
In Montreal the trachomatous patients at the 
Royal Victoria Hospital rose, as I have pointed 
out,” from 10 to 32 per thousand, and at the 
General Hospital from 20 to 80 per thousand 
patients. There must have been at that time 
in the city approximately 500 more or less acute 
cases of trachoma. 

In 1902, in consequence of the serious situation 
I have described, and under pressure of public 
opinion’, Parliament amended the Immigration 
Act to exclude immigrants and visitors suffering 
from loathsome, dangerous, and infectious dis- 
eases. Loosely administered at first, the en- 
forcement of these regulations became increasingly 
effective, especially under the regime of Dr. J. D. 
Pagé, who made exclusion absolute in 1927, so 
far as trachomatous patients were concerned, by 
the institution of a system of medical inspection 
at all ports of embarkation. 

The effect of the activities of the Department 
of Immigration and of the numerous ophthalmic 
clinics has been most striking in the Province of 
Quebec. Dr. Jos. Vaillancourt informs me that 


the disease is now non-existent in Quebee City; 
in Montreal we have, at the moment, no really 
acute cases, and perhaps not more than a couple 
of dozen healed, non-infectious cases, while the 
cases from the rural districts are no longer seen. 
We have not been able to demonstrate to our 


students at McGill University a case of acute 
trachoma for over five years. 

In Ontario the situation is equally gratifying. 
The entire rural population of that province seems 
to be free from the disease, and its incidence in 
the cities is negligible. My confréres in Toronto, 
pooling the patients in attendance at their 
clinics this spring, could report but ten cases, 
all of which were in the later stages of the malady. 
Two of these cases were of English, and four of 
Irish extraction, the remainder being Grecian, 
Jewish, Bulgarian, and Chinese. They were 
impressed by the paucity of cases among the 
foreign population, in view of the relatively large 
number of these people in the city. In the 
smaller cities similar conditions are noted—a 
chance case is seen at rare intervals among people 
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Fig. 1.—Map showing the distribution of trachoma 
in Manitoba (courtesy of Dr. W. Jackson). The 
number of trachomatous patients in each district is 
shown in brackets, immediately following the estimated 
population of the district. 


of foreign extraction. The Canadian National 
Institute for the Blind gives records of two cases 
of the disease occurring in 1930 in smaller com- 
munities—one at Cayuga, near Hamilton, and 
one at Newmarket, near Toronto. In the same 
year there was a small outbreak of trachoma 
affecting seventeen persons at Windsor, but these 
were quickly segregated and brought under 
control. 

While it is thought that many more municipal- 
ities may have the odd case or so, and that 
probably about 200 should be added to the total 
to give an approximate estimate of the number 
of cases in the province, it is known that the 
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disease in Manitoba is largely located in sixteen 
rural municipalities. These, with their total 
population and the number of trachomatous 
cases in each (in brackets), are shown on this 
map (See Fig. 1), kindly prepared for me by Dr. 
F. W. Jackson, Director, Division of Disease 
Prevention of the Province. Giving the name of 
the district, the population, and the number of 
cases in sequence, the list is as follows: Ste. Anne 
des Chenes, 2,500 (20); Hanover, 3,500 (120); 
Ritchot, 1,900 (10); Roland, 2,000 (50); Rhine- 
land, 6,600 (400); Stanley, 7,000 (150); Pembina, 
3,600 (6); Roblin, 2,100 (1); Morton, 1,900 (4); 
Winchester, 1,500 (1); Whitewater, 1,500 (1); 
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Fic. 2.—Map showing the trachomatous areas in 
Saskatchewan, with the number of cases in each (courtesy 
of Dr. F. C. Middleton). 


Portage (rural), 5,000 (4); Ellice, 900 (16); 
Birtle, 2,600 (96) ; Silver Creek, 1,600 (2); Bifrost, 
3,800 (1). Totalling these figures, and adding 
the 200 suggested by Dr. Jackson, we have in 
Manitoba, with a population of 639,000, 1,082 
cases of trachoma. The highest incidence is met 
with in the Rhineland district, where approxi- 
mately 6 per cent of the residents are affected. 
With one exception, the disease in Manitoba 
is found amongst the Mennonites, who came from 
Russia and settled in the Red River Valley in the 
early seventies, and spread westward from there. 
The exception is in the case of the municipalities 
of Birtle, Ellice, and Silver Creek, where the 
disease, imported by two Mennonite families, 
spread through a large consolidated school. 
Trachoma was introduced into Saskatchewan by 
Russians and Mennonites, and is found almost 
exclusively in four districts populated by these 
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people. Dr. F. C. Middleton, Deputy Minister 
of Health, was good enough to supply me with 
this map (See Fig. 2), which shows the situation 
of the affected districts, and the number of cases 
in each. One settlement, with 235 cases, lies in 
the Hague-Allan district just north of Saska- 
toon. In the second, near Herbert, 212 
cases have been detected. There are 672 cases 
in the country south of Swift Current, and 892 in 
the district north of Ogema. Dr. Middleton 
writes that some of these cases have not been 
definitely diagnosed as trachoma, but it is very 
possible that they are all of this nature. 

In Alberta, with a population of 730,000, the 
Department of Public Health knows only of 9 
cases among the non-Indians. By racial origin 
these are: Americans 1, Germans 5, Ukrainians 3. 
Some years ago a number of cases were under 
treatment in the Swallwell district, but this focus 
was cleaned up and no further cases (other than 
the nine mentioned) have been reported in recent 
years from other parts of the province. 

In July, 1931, Dr. H. E. Young, P.H.O., 
addressed a circular letter to all the medical 
men in British Columbia, 662 in number, asking 
for information regarding trachoma, but up to 
May last only 19 answers had been received. 
Two non-Indian cases, however, were reported 
in Vancouver, one Canadian and one Chinese, 
and one non-Indian case at each of the following 
centres: Quesnel, Kamloops, Essondale (asylum), 
Rivers Inlet, New Westminster (penitentiary), 
Cranbrook, and Ucluelet. One gets the im- 
pression that the non-Indian population is little 
affected, but the Orientals in the province have 
not been fully investigated, and it is quite 
possible that the disease will be found to be rife 
in this group. The figures for British Columbia, 
therefore, must be taken as provisional. 


THE INDIAN POPULATION 


It will take a few years to complete the tra- 
choma survey of the Indians of Canada inaugurat- 
ed by the Department of Indian Affairs. We have 
in Canada an Indian population of roughly, 
110,000, which is rather evenly distributed over 
the entire breadth of the Dominion. Dividing 
the total number by four, it may be said that 
one-quarter of the Indians live in British Colum- 
bia; another quarter in the southern (settled) 
parts of the Prairie Provinces (Alberta, Saskat- 
chewan, and Manitoba); a third quarter in 
Ontario and Quebec; and the final quarter in the 
Far North and the Maritime Provinces. The 
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investigations that have already been made seem 
to show that there is little trachoma among the 
Indians of Ontario and Quebec, and probably 
none among those of the Maritime Provinces 
and the Far North, but that the disease is ex- 
tremely prevalent among the Indians of British 
Columbia and the Prairie Provinces. As I have 
indicated, figures must be provisional for the 
present, but it is thought that the number of 
eases will reach 10,000 or more. In certain 
reservations the incidence is said to be extremely 
high. 

Summarizing the foregoing findings, one can 
say that while the non-Indian population of 
Alberta, of British Columbia (apparently), and 
of Canada east of Manitoba is virtually free from 
trachoma, Saskatchewan and especially Manitoba 
have a serious situation on their hands. Tra- 
choma among the Indians of Canada constitutes 
a public health problem of the first magnitude. 
The remedial steps which have been taken are 
briefly as follows. In Manitoba clinics are being 
held at various points in the infected areas at 
regular intervals under the auspices of the local 
practising physicians, the cases being rounded 
up and brought to the clinics by the public 
health nursing services. All cases are prescribed 
for by a part-time man with special knowledge 
of the disease, and the treatments are carried out 
by the local practising physicians. An educa- 
tional campaign (supplemented by literature from 
the Department) is also being put on in the 
schools by the nurses in the various districts. 
Arrangements have been made with the City 
Infectious Disease Hospital for the care of such 
cases as require hospitalization. In Saskatchewan, 
the public health nurses are devoting their 
whole time to following up the trachoma cases 
and seeing that they are constantly under treat- 
ment. The nurses arrange for centres where the 
people affected can come once a week to be 
examined and given treatment. Saskatchewan 
greatly needs, and hopes soon to have, an oculist 
who will devote his whole time to the supervision 
of the trachoma cases in the province. 

The Department of Indian Affairs has already 
initiated prophylactic and remedial measures at 
many centres. One fortunate thing about the 
situation among the Indians is that a very large 
number of Indian children are domiciled in 
schools. In the area specially affected there are 
7,000 children in residence. It ought to be 
possible, therefore, to strike at the disease at the 
most favourable period of life; and it is reported 





that those in charge of the schools have been 
uniformly eager to cooperate in every way 
possible in the handling of the situation. 

The trachoma problem among the non-Indians 
falls to the lot of the Public Health Officers of 
the various provinces. This is fortunate, be- 
cause in the last analysis the eradication of the 
disease is a question of betterment of social 
conditions. The Provincial Officers of Public 
Health, together with the Minister and Deputy 
Minister of Health form the Dominion Council 
of Public Health, which meets biannually at 
Ottawa. In May I had the pleasure of attending 
the last meeting of the Council during its con- 
ference on trachoma, and I was impressed by the 
interest in, and knowledge of, the disease dis- 
played during the session. The Medical Director 
of Indian Affairs is not, I believe, a member of 
the Council, but his inclusion, it seems to me, 
would be highly desirable. Around this nu- 
cleus there might be formed, with advantage, a 
central organization to coordinate all activities 
now directed against trachoma in this country. 

I have now told all that is known at the moment 
about trachoma in Canada. Viewing the situ- 
ation as a whole, we can find grounds for both 
satisfaction and regret. We can be glad that 
the magnitude of the task has been defined, that 
remedial measures have been set in motion, and 
that the present appreciation of the problem 
denotes an undoubted advance in public health 
service in this country. On the other hand, one 
cannot but regret the suffering and economic loss 
that have been occasioned by delay. If through 
the years the Department of Indian Affairs had 
maintained even one whole-time oculist for the 
detection and correction of visual defects alone 
among the Indian children of Western Canada, 
the presence of trachoma among its wards would 
long ago have been discovered: and if in the 
opening years of this century, when the menace 
of trachoma was first pointed out,‘ the situation 
had been as energetically handled in the West as 
it was in the East, we should now be a long way 
toward the complete eradication of the disease. 
I do not say that the whole blame can be placed 
upon lay heads of departments. The medical 
profession, as we know, has been strangely 
apathetic in regard to ophthalmic studies, and it 
is significant in this connection that no examina- 
tion in ophthalmology is required by the Dominion 
Council and that no question has been set on 
ophthalmology by its Examining Board in the 
years during which it has functioned. The 
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grave trachoma problem that has now arisen 
ought to be in itself sufficient proof of the un- 
wisdom of this attitude. I feel, too, that the 
trachoma situation would have been earlier 
appreciated and met had we had, what I hope 
we soon shall have, a national Society of Ophthal- 
mology, one of whose chief aims would be to 
study the broad question of the prevention of 
blindness in all its phases. 

Consideration of the problem of public health 
service leads one ultimately to a study of human 
conduct. Man’s reactions are largely deter- 
mined by experience, and ignorance underlies 
indifference; but having said this in extenuation, 
responsibility and duty must be accepted from 
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the moment of comprehension. It will be the 
duty and responsibility of everyone now familiar 
with the trachoma situation in Canada to see 
that the mistakes of the past are not repeated. 


It is impossible to mention by name the many con- 
fréres who have supplied me with the information sum- 
marized in this paper, but I wish here to express my deep 
appreciation of their courtesy and promptness in replying 
to my numerous inquiries. 
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THE RELATIONSHIP BETWEEN CHRONIC FOocI OF INFECTION AND SIMPLE 


‘THE general consensus to-day is that infec- 

tive foci in the body are one cause, direct 
or indirect, of thyroid disease. A review of 
the literature, however, reveals little definite 
evidence as to the exact relationship between 
infection and simple thyroid enlargement. The 
first to draw attention to the pathological 
changes in the thyroid gland following acute 
infections was Sokolow’ in 1895. Roger and 
Garnier,” in 1898, again drew attention to the 
same changes, and Halstead,* working with 
dogs, found that hyperplasia of the thyroid 
gland was likely to follow when the wounds 
became infected. 

McCarrison* in India has always believed 
strongly in the infective theory of goitre. He 
found that in localities poor in iodine goitre 
developed very readily in experimental ani- 
mals, if they were kept in dirty cages. In fact, 
unless the animals were kept under the most 
scrupulous hygienic conditions, goitre would 
develop. Meticulous hygiene was an important 
means of prevention. On the other hand, in 
localities rich in iodine goitre seldom developed 


* For Part I, see 1932, 27: 8; Part II, page 146; 
Part ITI, page 236. 





THYROID ENLARGEMENT IN CHILDREN 
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in animals, even if kept under unhygienic 
conditions. From these observations he con- 
cluded that infection produced thyroid enlarge- 
ment in some way and that strict hygienic 
measures and iodine were antagonistic to its 
development. This he proved by numerous 
experiments. He believed that infection gained 
entry by way of the intestinal tract. He also 
found that intestinal antiseptics had a pro- 
found inhibitory effect on the development of 
goitre. In all MeCarrison’s works, however, 
he was dealing with the adeno-parenchymatous 
type of goitre. 

Marine and Lenhart® studied the occurrence 
of thyroid enlargement in the United States fish 
hatcheries. There fish were reared artificially 
and the industry was in grave danger owing to 
the appallingly frequent occurrence of goitre. 
The fish were reared in tanks situated on the 
same stream, one above the other. Goitre was 
present in 3 per cent of the first tank and 84 
per cent of the last. It was found that a 
hyperplastic type of thyroid developed. The 
fish in the stream above had normal thyroids. 
This fact lead them to believe that it was not 
in the water supply that one should search for 
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the cause. The fish were fed chiefly on liver. 
We now know that this fat-rich diet in itself 
tends to produce goitre. Marine coneluded 
that the causes of goitre in these hatcheries 
were overfeeding, overcrowding, and a too 
limited water supply. At the same time he 
pointed out, as did Gaylord three years later, 
that the fish living below the tanks recovered. 
McCarrison* questioned this assertion, as the 
fish in the stream below were still goitrous. 
What actually happened was a regression from 
the hyperplastic state. In the stream below 
the fish were not overfed or overcrowded. The 
gland, however, went through the preliminary 
stage of hyperplasia, followed by colloid 
formation and distension of the alveoli, with 
the final result of colloid goitre. 

Gaylord® showed afterwards, in 1912, that 
the addition of iodine, arsenic or perchloride of 
mereury actually cured the goitre, not leaving 
an enlarged colloid gland. MceCarrison* con- 
tended that the cause of the goitrous condition 
of the fish was bacterial pollution of the water 
from the walls of the tank. This coupled with 
the additional factors of excess of fat-rich food 
and overcrowding in filthy tanks produced 
such an intense epithelial proliferation as to 
actually suggest a carcinomatous condition of 
the gland. To quote direct from MecCarrison,* 
‘“‘The tanks were for these fish the centre of 
the endemic foeus of the disease, the tail race 
was its periphery; and the character of the 
goitres in the two locations—hyperplastic in 
the one and hypertrophic or colloid in the 
other—was determined by differences in food 
supply and in the organic pollution of the 
surroundings of the fish. It is not safe to 
assume that the degree of infectivity in these 
raceways was as great as that in the tanks, for 
the walls and bottom of the filthy tanks were 
impregnated and coated with a material with 
which Gaylord subsequently produced hyper- 
plastic goitre in dogs and rats, a material 
which trout, when so confined, are wont to 
nibble.’’ 

From these observations we are safe in 
assuming that fish and animals alike will 
develop a hyperplastic condition of the thyroid 
if they have access to a good deal of infection. 
Moreover, if the degree of infection is lessened, 
the hyperplasia regresses, the tall columnar 
epithelium becomes cuboidal or flattened, col- 
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loid distends the acini, and a colloid goitre 
results. It has been assumed that all thyroid 
enlargements begin as a hyperplasia and hyper- 
trophy followed by a regression to the colloid 
stage, but there is evidence recently, however, 
that the hyperplastic stage is 
essential. 

Cole and Womack’ have recently done a 
great deal of experimental work on the reaction 
of the thyroid to infections in other parts of 
the body. In their early work they produced 
peritonitis by ligating the appendix and its 
mesentery, and empyema by injecting strepto- 
cocci into the thoracic cavity. In these ani- 
mals certain characteristic changes occurred in 
the thyroid. A desquamation of the acinous 
cells into the alveoli, with disintegration of 
the protoplasm, was a constantly occurring 
observation. The cells which retained their 
attachment became columnar and in some 
cases heaped up like the active hyperplasia in 
exophthalmie goitre. Loss of colloid was 
universal. Associated with this was a decrease 
in the iodine content. The actual weight of 
the thyroids, however, varied in an inverse 
manner. They also examined thyroids removed 
at autopsy. They observed that a large per- 
centage of glands removed from people dying 
of acute infections were hyperplastic. 

Farrant® endeavoured to find out what organ- 
ism had the most profound effect on the thyroid. 
His observations lead him to believe that B. 
diphtherve, B. col, B. mallet, B. anthracis, B. 
tetant and the dysentery bacillus were more 
effective than any other organisms in producing 
pathological changes in the thyroid. 

Billings? and Brown’? emphasize the relation- 
ship between focal infections and tonsillar 
infections respectively on the occurrence of 
thyrotoxicosis. 

Eberts'' stresses the incidence of thyro- 
toxicosis following infections. In the thyroid 
elinie at. the Montreal General Hospital he 
found the following interesting data. In a 
series of 334 cases, 8 per cent came on follow- 
ing influenza, 18 per cent following acute 
tonsillitis and quinsy, and 134 cases of the 334 
had tonsillar infection. These observations are 
common knowledge to the thyroid surgeon. In 
my own private practice I can recall many 
cases which appeared te be precipitated by an 
acute infection immediately preceding the onset. 


not always 
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The occurrence of hypothyroidism follow- 
ing the hyperplasia, desquamation and scarring 
must not be forgotten. Beck! stresses this 
point in relation to foci of infection associated 
with thyroid deficiency. 

In this discussion no effort has been made to 
separate the final result produced, whether 
thyrotoxicosis or simple thyroid enlargement. 
There is much less direct evidence that infec- 
tion produees colloid goitre than in the case of 
hyperplastic goitre. We are justified, how- 
ever, in stating that experimentally a hyper- 
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plastic condition of the thyroid is produced 
frequently by infection. We also know that if 
the source of infection is removed the gland 
will regress to the colloid state, if not to its 
original structure. De Quervain’ states that 
‘‘It seems possible that hyperplasia of the 
thyroid gland disappears after the suppression 
of an infectious focus, such as chronic ton- 
sillitis, dental abscess, ete.’’ On the other hand, 
Cole and Womack’ differentiated between the 
effect of acute and chronic infections on 
the thyroid gland. They showed experimentally 
that chronic infections tended to produce a 
lymphoid proliferation and excess of interacinar 





tissue rather than hyperplasia. We must also 
remember that we have no positive knowledge 
of the histo-pathology of adolescent goitre in 
this region. Breitner,’t in his work in Vienna, 
found the histo-pathological picture to be 
identical with that of exophthalmic goitre, 
but all his cases were symptomless. Is it 
possible that in our vicinity the structure 
is similar? 

With these facts before us we will proceed 
to study the data based on the clinical examina- 
tion of school children in Winnipeg. 
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In the routine examination, tonsils were 
classified as 1-2-3 plus on clinical observation 
and partly on a history of recurrent sore 
throats. The usual diagnosis was made upon in- 
flamed pillars, enlarged -eryptic tonsils, and 
cervical adenitis. Teeth were classified 1-2-3 
plus according to the number of teeth involved 
and the condition of the gums. 

In a previous paper I have shown that the 
incidence of goitre in children 6 years of age is 
3.6 per cent, and gradually rises to a maximum 
of 28.1 per cent in children 13 years of age. 
It then gradually decreases to 19.9 per cent in 
children 17 years of age. There is a sudder 
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rise in the 18 year group, possibly owing to the 
figures being based on a small number of 
children. 


Chart I is a graphic representation of the 
incidence of thyroid enlargement in children 
and also the incidence of septic teeth and tonsils. 
It is interesting to note that diseased tonsils and 
teeth are more prevalent in thejearly years, be- 
ginning with children 6 years of age. Thirty- 
six per cent of the children 6 years of age have 
diseased tonsils. As the age increases, the in- 
dence becomes less until in children 18 years 
of age it is only 10.5 per cent. Diseased teeth 
run a close parallel, beginning with 32.5 per 
cent in children 6 years of age and reaching 
the lower level of 7.5 per cent in children 18 
years of age. Undoubtedly in both eases this 
decrease is due to treatment. In the higher 
grades one finds that dental care has reached 
a high degree of excellence. This is especially 
true in Jewish children. 


One is apt to conclude from this graph that 
sepsis must have no part in thyroid enlargement. 
Undoubtedly in children in early life, where 
one finds the most diseased tonsils and teeth, 
one finds the least goitre. At the same time one 
must remember that in children 6 years of age, 
none of the factors such as puberty, worry, 
strain from studies, ete., have entered into the 
picture, and one would naturally expect less 
goitre or thyroid enlargement. On the other 
hand, one can safely conclude that if sepsis is a 
cause of goitre, it is only one amongst others, 
because in spite of this causative factor being 
diminished the incidence of thyroid enlarge- 
ment increases rather than decreases. At the 
time of the present survey there are 1,426 chil- 
dren with thyroid enlargement with no other 
associated lesions. It is interesting to note that 
of this number 1,063, or 74.5 per cent, were 
slight thyroid enlargements. These cannot be 
classified as goitres or pathological glands. 
Three hundred and thirty-two, or 23.2 per cent, 
were medium enlargements, and 31, or 2.3 per 
cent, were large thyroid enlargements. In other 
words, only 25.5 per cent of the thyroid enlarge- 
ments could be classified as pathological. 


In 1,828 cases thyroid enlargement was asso- 
ciated with diseased tonsils. Of these 1,318, or 
72.1 per cent, were slight enlargements; 456, 
or 24.9 per cent, were associated with medium 


enlargements ; and 54, or 3.0 per cent, with large 
thyroids. (Table I). 

Diseased teeth follow a close parallel. One 
thousand three hundred and forty-five children 
had thyroid enlargement associated with dis- 
eased teeth. Of this number 1,006, or 74.7 per 
cent, had small thyroids; 311, or 23.1 per cent, 
were medium, and 38, or 2.2 per cent, were 
associated with large thyroid enlargements. 


TABLE I 

> S3 $ 
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S N S x SS) NX 
Slight 1063 74.5 1318 72.1 1006 74.7 
Moderate 332 23.2 456 24.9 311 23.1 
Large 31 2.3 54 3.0 38 2.2 
Total 1426 100.0 1828 100.0 1345 100.0 


A glance at Table I reveals the fact that there 
is little difference between the incidence of 
thyroid enlargement in children with no septic 
lesions in the mouth and those with associated 
lesions. Certainly there is not enough to enable 
me to draw any definite conclusions. Moreover, 
one would expect a higher incidence of moderate 
and large thyroids in children with diseased 
teeth and tonsils. Obviously, this is not true, 
as illustrated by Table I. 

There is a slight preponderance of goitre in 
children with septic tonsils, namely, 1,812 chil- 
dren with tonsils and goitre in comparison with 
1,426 with no septic lesions in the mouth. The 
most one can say from this study is that there 
is a suggestion that sepsis in the mouth and 
pharynx tends to increase the incidence of 
thyroid ‘enlargement. If we believe that the 
thyroid assists in the defensive action of the 
organism against bacterial toxins we would ex- 
pect a greater number of thyroid enlargements 
in children ‘with diseased tonsils and teeth, as 
compared with children with no foci of infec- 
tion, especially the pathological types. 

Chart II illustrates three groups of cases. 
Line A is the percentage incidence for each 
age of children with goitre only. It is based on 
1,426 children. The line more or less resembles 
the line for the incidence of goitre in all 
children. Line B represents the incidence 


of children who have goitre and associated 
This line very closely follows 


tooth infection. 
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the original graph for the incidence of infected 
teeth. One might be led to believe that this 
graph showed infected teeth to be a great 
cause of goitre. We must remember, however, 
that about twice as many children have septic 
teeth as have enlarged thyroids. Therefore, a 
very high percentage of children with goitre 
must have septic teeth also. Moreover, a child 
might have septic teeth in 1928 ; when examined 
again two years later he has had dental care. 
He now belongs on Line A as thyroid only. 
This is why the incidence of teeth represented 
by Line B becomes progressively less, while the 
incidence represented by Line A rises. More- 
over, if infection was a great causal factor in 
thyroid enlargement, the incidence of thyroid 
enlargement only should not rise as is shown by 
Line A. This graph merely shows the natural 
decrease in the association of septic teeth with 
thyroid enlargement due to dental care. 

Line C represents the percentage of thyroid 
enlargement with septic tonsils, and what has 
been said of teeth might be said of septic 
tonsils. I can see no evidence in this graph to 
support the statement that infection causes 
thyroid enlargement in children. 

One might attack the subject from a different 
angle. The incidence of septic teeth in children 
with goitre might be compared with the in- 
cidence of septic teeth in children without 
goitre. Chart III illustrates this point. It can 
be seen that there are less septic teeth amongst 
the non-goitrous than the goitrous. Is this 
cause or effect? Does the fact that the child 
has a goitre influence in a deleterious way the 
nutrition of the teeth or vice versa? The differ- 
ence, 2.6 per cent, though small, is definite. 

Chart IV illustrates the same facts concern- 
ing tonsillar infection. Here again one is 
struck by the fact that there are more children 
with goitre than without. The difference here 
is more pronounced, and throughout all ages the 
average difference is 10.3 per cent. Again 
one might question which is the cause and 
which is the effect. 

After attacking the subject of the relationship 
between simple goitre and chronic tooth and 
tonsillar infection one is foreed to conclude 
that there is no clearcut answer to this ques- 
tion, even though my figures are based on a 
large number of children. All that I can 
honestly, conclude is that there is a definite 
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suggestion that infected teeth and tonsils may 
be a causal factor of simple thyroid enlarge- 
ment in children. If it is a cause, it undoubted- 
ly is only one amongst others, and then 
possibly one of the lesser causal agencies. 


SUMMARY 


1. Thyroid enlargement becomes evident at 
about 6 years of age in _ about D per cent 
of children. 

2. The incidence increases gradually to a 
maximum at the age of 13, after which it gradu- 
ally subsides in a composite group of boys and 


' girls. 


3. After the age of 13 in girls it increases 
and in boys it decreases. 

4. Infected teeth and tonsils are most pre- 
valent in the first grades and gradually 
decrease during the school ages. 

5. This is due to careful inspection in the 
schools and medical care which naturally fol- 
lows. 

6. Thyroid enlargement is slightly higher in 
children with diseased tonsils and teeth as com- 
pared with otherwise normal children. 

7. There is a definite suggestion that septic 
teeth and tonsils may be one cause amongst 
others of simple thyroid enlargement in school 
children in Winnipeg. 

8. The wholesale routine removal of tonsils 
in children with goitre should be deprecated. 
Only children with quite evident infection 
should have their tonsils removed. 

I would like to express my appreciation to Dr. Mary 
Crawford, Chief Medical Inspector of Winnipeg Public 
Schools, for her permission and her cooperation in the 
use of the medical records for this survey. I also wish 
to thank Dr. Daniel McIntyre, former Superintendent of 


the Winnipeg Schools, for all his — suggestions in 
the te of this work. 
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Toronto 


ANCREATIC necrosis, or, as it is more com- 

monly called, acute hemorrhagic pancreatitis, 
is one of the rarer abdominal catastrophies. It 
is seldom diagnosed, as the average medical man 
has had very little experience with it, and con- 
sequently the condition is not borne in mind. 
It is fortunate that the condition is rare, as it 
carries a high rate of mortality. In its sub- 
acute and chronic forms it is probably re- 
sponsible for a number of vague abdominal 
pains and gastro-intestinal disturbances, 

Etiology.—The pancreas may become involved 
through several paths. The frequent associa- 
tion of biliary tract disease lends favour to the 
thought that it is the chief etiological factor in 
the production of acute pancreatitis. Irritants 
from the gall bladder may reach the pancreas 
by three routes, namely, the ducts, the lym- 
phaties and the blood-stream. 

We will first consider the ducts. Obstruction 
at the ampulla of Vater will cause retrojection 
of bile into the duct of Wirsung and hence into 
the pancreatic tissue. Opie,’ in 1901, reported a 
case in which autopsy revealed a stone lodged 
in the ampulla of Vater, and many similar cases 
have since been recorded. Archibald and‘ Gib- 
bons? have shown that spasm of the sphincter 
of Oddi will also produce a retrojection of bile. 
This muscle is held in spasm by the temporarily 
acid contents of the duodenum. In duodenal 
disease its contents tend to remain acid over a 
longer period of time and it is therefore con- 
ceivable that a persistent spasm of the sphincter 
might be present.. A mucous plug in the ampulla 


must also be considered as a cause of obstruc- 


tion. It has been shown experimentally that 
the injection of many substances, including bile, 
into the pancreatic duct produces pancreatic 
necrosis. Bile consists of bile salts, bile pig- 
ment, and a colloid nucleo-albumin, and the 
percentage of each ingredient bears an impor- 
tant relation to the end-result, as the colloid 
exerts a protective influence and the bile salts 


produce harmful effects. In infected bile the 
percentage of bile salt is increased and we are, 
therefore, more apt to get acute pancreatitis. 

In 1921, Mann and Giordano studied the 
anatomical possibilities of the ductus chole- 
dochus and the duct of Wirsung being 
converted into a common channel by obstruc- 
tion due to gall stones. In 200 autopsies it was 
found to be only possible in 3.5 per cent of 
eases. Further study of the sphincter of Oddi 
revealed it to be so situated that its contraction 
compressed both ducts, not the choledochus 
only. In the same year Judd’s investigation 
indicated that, anatomically, the common bile 
duct and pancreatic duct could be made a 
common channel by obstruction due to either 
gall stones or spasm of the sphincter in only 
4.5 per cent of cases. Frequently there is an 
additional duct of the pancreas, termed the 
duet of Santorini. This duct is given off from 
the neck of the gland and would form a ready 
outlet for retrojected substances. If obstruction 
is the chief etiological factor, these anatomical 
findings would explain the infrequency of the 
disease. 

The lymphatic theory was first evolved by 
Maugeret in 1908, and supported by Arnsperger 
in 1911, and by Deaver and Pfeiffer a year 
later. It has been shown that the flow of 
lymph is from the pancreas to the gall bladder 
and for a reversion of flow it would be neces- 
sary to have one of the main channels to 
the receptaculum chyli blocked. In Deaver’s 
opinion this takes place, and: the course of 
events is as follows: cholecystitis, lymphangitis, 
lymphadenitis along the gastro-hepatic omen- 
tum, cystic and common duets, peripancreatic 
lymphadenitis, pancreatic lymphangitis, and, 
finally, pancreatitis. This lacks experimental 
proof, and Graham, formerly one of the 


staunchest supporters of this theory states, 
‘‘We are probably in error in our former 
conclusions that 


we had demonstrated a 
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lymphogenous origin of pancreatitis from 
a cholecystitis.’’ Thus the two primary etio- 
logical factors have been shown by Kaufman, 
Graham, Mann and Giordano to lack experi- 
mental proof. Clinically, however, the associa- 
tion has been too intimate to be overlooked. 
The exact manner in which gall bladder disease 
predisposes to pancreatitis is as yet unsettled. 

The remaining etiological factors are thought 
to be of little consequence. A relaxed sphincter 
of Oddi might permit regurgitation of entero- 
kinase or acid duodenal contents into the pan- 
creatic ducts. The action of enterokinase on 
trypsinogen is well known and it is stated 
neutralization of the pancreatic juices with 
acid duodenal contents tends to activate 
trypsinogen. Infection through the blood 
stream is rare, though pancreatitis has been 
known to develop in the course of certain 
infectious fevers such as influenza. Pancrea- 
titis has been found to be associated with acute 
parotitis in 1.7 per cent of cases. Infection by 
contiguity and trauma to the gland are so rare 
that they need only be mentioned. 

Whatever the etiological process involved, 
the pancreatic necrosis is a result of. the 
activation of the pancreatic enzyme tryp- 
sinogen with the resulting digestion of proteins. 
Bile salts, particularly if infected, infection 
alone, enterokinase, acids, injury to the gland 
with resulting necrosis, either by themselves or 
their products, are responsible for the activation 
of the trypsinogen, thus producing the disease. 
Simultaneous activation of steapsin results in 
fat necrosis. In conclusion, it may be said that 
the etiology of a large number of cases of 
pancreatic necrosis is to be found in a com- 
bination of factors which, when operating 
alone, are incapable of producing the disease. 

Pathology—tThe changes in the gland vary 
with the severity of the process. Three types 
exist: hemorrhagic, gangrenous, and suppura- 
tive, but they are in the main varying degrees 
of the same underlying condition. The gland 
is greatly enlarged, being often two to three 
times the normal size. ‘It is hard and cdema- 
tous, unless gangrene is present, in which case 
the organ is sloughy and pliable. Areas of 
hemorrhage are visible. These may be few and 
small in size or may ‘be so large as to involve 
the whole gland. Fat-necrosis is present in 
nearly all cases, and, in fact, is as a rule the 
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first leading or confirmative sign seen at opera- 
tion. It is not limited to the pancreas but is 
also found in the fat of the omentum, mesentery 
and even in the abdominal wall. Fat-necrosis 
is made evident by small, dull whitish nodules 
in the fatty tissues. The smaller nodules appear 
not unlike tuberele but are flatter in colour. 
Fat-necrosis is caused by the liberation of 
steapsin, the pancreatic fat enzyme. Steapsin 
acts on fat, producing glycerin and fatty acids 
and calcium unites with the latter to form in- 
soluble soaps. The nodules consist of this sub- 
stance. 

Diagnosis.—The onset of the disease is sud- 
den. The patient has no warning whatever of 
the impending disaster unless the acute phase 
is preceded by the subacute or chronic form, 
though if a history can be obtained complaints 
referable to a cholecystitis or a cholelithiasis 
may be elicited. By this I do not necessarily 
mean that the gall-bladder disturbances im- 
mediately precede the onset of the pancreatitis. 

The first and outstanding symptom is that of 
pain, frequently coming on after a hearty meal. 
The pain, according to Moynihan, is the severest 
and most agonizing known to man. The site of 
pain is in the epigastrium and it often radiates 
to the back. With the pain come collapse and 
shock. The patient lies still, sometimes pale, 
and sometimes showing a blotchy, cyanotic tinge 
over the face and trunk. The pulse is thready, 
weak, and rapid, and the respiratory rate is in- 
creased. Deaver, in his paper, states that the 
collapse is due to an exudate which contains 
the pancreatic ferments, but others hold 
that the pain is of so severe a nature as to 
produce the shocked condition. Persistent 
nausea and vomiting, retching, and hiccough- 
ing are also marked features. The vomitus is 
often bloody. The patient’s temperature is 
subnormal in the early stages. Examination of 
the abdomen may show slight fullness in the 
epigastrium and the abdominal respiratory 
movements are decreased. Palpation reveals 
some rigidity of the wall, particularly in the 
upper abdomen. The rigidity is not extreme. 
The abdomen is decidedly not board-like. The 


tenderness, extending equally on both sides of 
the midline, is present always and greatest in 
the epigastrium, but may be_ generalized. 
Jaundice is a rare sign. If the disease is due 
to obstruction to the outflow of bile it is 
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difficult to understand why it is not a more 
common finding. Moynihan,* in one of his 
articles on acute pancreatitis, mentions Lowe’s 
test as being of value as an aid to diagnosis. 
This test is as follows. Two to three drops of 
a 1/1,000 solution of adrenalin hydrochloride 
are allowed to run over the conjunctiva of the 
eye. This is repeated in a few minutes. Fifteen 
to thirty minutes after, the pupil of this eye 
becomes dilated in cases of pancreatic disease 
and remains unchanged in cases when no dis- 
ease of the pancreas is present. The rationale 
of the test is hard to explain. Cammidge’s 
test has been discarded, being of little practical 
value. 

The above signs and symptoms are sufficient 
to demonstrate the presence of an acute ab- 
dominal lesion and immediate operation is 
advisable. Since the condition is more often 
not diagnosed previous to laparotomy it might 
be well to briefly discuss the factors making 
possible the diagnosis at operation. On open- 
ing the peritoneal cavity, blood-stained fluid is 
encountered. This type of fluid is present com- 
monly in three acute abdominal conditions 
namely: acute hemorrhagic pancreatitis, mes- 
enteric thrombosis, and strangulated omentum. 
Further investigation will reveal the cause. 
Fat-necrosis, present in a great majority of 
cases, is indicative of pancreatic disease. A 
mass can be felt posteriorly in the upper 
abdomen. Exposure shows this to be a greatly 
enlarged pancreas. Examination will show the 
gland to be in one of the conditions mentioned 
previously in the discussion on the pathology. 


DIFFERENTIAL DIAGNOSIS 


Many acute abdominal conditions simulate 
acute pancreatitis closely and these, being more 
common, are naturally considered first. Acute 
pancreatitis is rarely thought of except by ex- 
perienced surgeons and physicians. Moynihan 
states that pancreatic necrosis should present 
little difficulty in’ diagnosis, as no other ab- 
dominal catastrophe produces such agonizing 
pain and so profound a collapse. © 

Perforation of a gastric or duodenal ulcer is 
precipitous in its onset. The pain, while great, 


does not approach that of acute pancreatitis and 
is not referred to the back. The pain of perfor- 
ation is only felt posteriorly when the leak is 
into the lesser sac and this is so uncommon that 





it ean be ignored. The patient in perforation 
is more apt to be restless, in contrast with his 
collapsed condition in pancreatitis. Perforation 
shows no alteration in the blood pressure, while 
acute pancreatic disease is marked by a fall. 
The temperature and pulse rate of both are 
similar. If a history is obtainable it is of con- 
siderable value. Complaints of long standing 
relative to an ulcer may be elicited, though it 
must be borne in mind that ulcers previously 
symptomless have been known to perforate. 
Examination of the abdomen in perforation re- 
veals marked tenderness and board-like rigidity. 
The latter is one of the most important findings 


- in differentiating the two conditions. 


Acute intestinal obstruction is more difficult 
to differentiate than perforation. Its onset is 
often less abrupt. The pain shows a gradual 
increase in intensity. The vomiting is projectile 
and becomes fecal in character. It is rarely 
associated with nausea and hiccoughing. The 
vomitus in acute pancreatitis consists of stomach 
and duodenal contents. The vomiting is not 
projectile and nausea and retching accompany 
it. Examination of the abdomen in obstruction 
shows distention above and flatness below the 
site. Peristalsis is hyperactive and reverse peri- 
stalsis may also be present. In pancreatitis the 
peristaltic action of the intestines is decreased. 
A palpable mass may aid in making the diag- 
nosis. 

In the female patient rupture of an ectopic 
gestation sac may simulate closely the shocked 
condition seen in acute pancreatitis. The com- 
plaints, however, are referable to the lower ab- 
domen. The history of a missed period is also 
valuable. Vaginal bleeding, if present, and 
vaginal examination will usually indicate the 
source of trouble. 

In biliary colic the patient continually turns 
and twists, seeking a comfortable position. The 
pain is intermittent in type and often referred 
to the right shoulder. Between spasms the pa- 
tient is relatively comfortable. A history of 
belching gas and a dislike for fatty foods may 
be obtained. The general condition of the pa- 
tient is good, there being no signs of shock as in 
acute pancreatitis. Jaundice is often present. 
Examination reveals tenderness and rigidity in 
the area of the gall bladder. 

Acute appendicitis should be considered, but 
rarely is the differential diagnosis difficult here. 
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The signs and symptoms of appendicitis are 
well known and need not be dealt with. 

The lightning pains of tabes, associated with 
persistent retching must be considered. Examin- 
ation of the pupils and reflexes will give the 
clue to the investigator. 

Pneumonia and coronary thrombosis some- 
times exhibit referred abdominal pain. A 
positive diagnosis of pancreatic necrosis should 
not be made until the possibilities of intra- 
thoracic disease have been investigated and 
ruled out. 

TREATMENT 


Immediate surgical interference is indicated. 
There are only two exceptions to this. In the 
severest form, termed pancreatic “apoplexy, 
death occurs in two to three hours and opera- 
tive procedure is of no value. The other excep- 
tion is when the patient is not seen until the 
second or third day and by this time is so toxic 
that it is doubtful if the added insult of 
laparotomy would be survived. 

An upper abdominal paramedian incision is 
made and the peritoneal cavity opened. The 
sanguineous fluid present should be aspirated 
as it is highly toxic, though sterile. If a large 
quantity is present suprapubic drainage should 
be established through a stab wound. In con- 
trast to this, one authority states that it should 
not be removed, as it has been shown to exert 
a protective influence. There are three methods 
of approaching the pancreas: (1) through the 
gastro-hepatic omentum (Eves, of London, be- 
lieves this very difficult except in the presence 
of gastroptosis) ; (2) through the gastro-colic 
omentum (this is the approach of choice) ; (3) 
through the transverse mesocolon. When the 
pancreas is exposed the next step depends on 
its condition. If it is highly necrotic, the 
gangrenous areas which are not adherent 
should be removed. There should not be too 
much manipulation of the gland, since the 
pancreas is highly vascular, and an uncon- 
trollable hemorrhage may be started. The 
capsule of the gland should be split, taking care 
that the incision does penetrate the pancreatic 
tissue. A drainage tube is then inserted to this 
level. Many surgeons do not advocate split- 
ting the capsule owing to the danger of 
hemorrhage and the fact that any added 
trauma will only increase the amount of 
necrosis. Drainage to, but not into, the pan- 
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creas has increased the percentage of recoveries 
at the Presbyterian Hospital in New York City. 
The drainage tube in any case should be sur- 
rounded by gauze packs to wall off the lesser 
sac from the general peritoneal cavity. Row- 
land and Turner advocate splitting the capsule 
of the pancreas and then sewing the edges of 
the gastro-hepatic omentum to the peritoneum, 
thus forming a localized cavity which can be 
drained. No operation for pancreatitis is com- 
plete without exploration of the biliary tract. 
It is essential if the patient’s condition will 
permit it. If there are any stones present in 
the common duct or gall bladder, cholecysto- 
tomy with removal of the stones is advisable. 
Deaver advises cholecystectomy in the more 
favourable cases. Archibald’s research led him 
to suggest that the duodenum be opened, the 
ampulla of Vater slit, and the fibres of 
the sphincter of Oddi divided, to insure free 
discharge of bile into the duodenum. Deaver 
claims that a choledochotomy with passage of 
a probe into the duodenum is a simpler and 
safer procedure. Moynihan does not agree 
with Archibald. One might conclude that 
where such diversity of opinion exists, no satis- 
factory operative procedure has been offered. 
It has also been inferred that the only beneficial 
effects noted by operation have come from the 
prolonged anesthesia rather than surgical 
drainage... The inhibitory effect of anesthesia 
on protein intoxication is well known. 

The post-operative period.—Whatever method 
of treatment is adopted a poor prognosis is in- 
evitable. Various groups of cases reported in 
the literature cite a mortality of 40 to 80 per 
cent, with an average of 65 per cent. Little 
ean be done in this period but to meet exigencies 
as they arise. The packing should not be re- 
moved until firm adhesions have developed, 
owing to the autolytic power of the pancreatic 
juices. Carbohydrate metabolism is not marked- 
ly interfered with, glycosuria being present in 
only 5 per cent of cases. In spite of this, 
dietetic measures should be adopted when the 
patient is able to take food. These need not be 
stringent. For the few cases showing glycosuria 
and hyperglycemia post-operatively insulin is 
of value in restoring carbohydrate tolerance. 

In a typical fatal case the patient shows the 
effects of a progressive toxemia and dies from 
this condition inside of seven days. The tox- 
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emia is produced by the flooding of the blood 
stream with the higher split products of protein 
metabolism due to the action of the activated 
trypsinogen on the pancreatic tissues and is not 
due to the pure tryptic ferment. 


CASE REPORT 


At 7 a.m. the patient was taken with a moderately 
severe abdominal pain. He took ten grains of aspirin 
and the pain gradually eased. Shortly after 9 a.m. the 
pain returned with greater intensity. It was most 
marked in the right epigastrium and was severe enough 
to cause collapse and shock. Examination showed the 
abdomen to be slightly rigid but not board-like. There 
was slight upper abdominal tenderness. The patient 
was extremely pale and nearly pulseless. The symptoms 
and physical findings suggested a ruptured gastric or 
duodenal ulcer. 

Six years ago he had been jaundiced for five weeks 
and during this time suffered from indigestion. The 
patient denied any further history of indigestion or 
other gastro-intestinal symptoms. In view of the 
previous jaundice a flat plate was taken to rule out gall 
stones and it was negative. About 10 a.m. the patient 
vomited and felt much relieved. At noon he was 
relatively comfortable. The abdomen was slightly rigid, 
but very little tenderness remained. It was considered 
advisable, after consultation, to await developments. All 
afternoon the pulse remained between 80 and 90; the 
temperature was 97°. The white blood cell count was 
15,250. Urinalysis, negative. About 4.30 p.m. the pain 
returned to the left epigastrium. It was constant and 
very agonizing. Some upper abdominal tenderness was 
present, and rigidity was also demonstrable. The pain 
increased in intensity, becoming generalized over the 
whole abdomen, and was referred posteriorly. The 
diagnosis of ruptured ulcer was made and preparation 
for operation was instituted. Under general anesthesia 


RUPTURE OF 


a right sided paramedian incision was made. The peri- 
toneal cavity was opened and found to contain a large 
quantity of sanguineous fluid. This was aspirated. 
There was no evidence of gastric or duodenal ulcer. A 
portion of the small bowel was slightly dilated and 
congested. The rest of the bowel was normal, including 
the appendix. There was no sign of mesenteric 
thrombosis or twisted omentum. A mass was felt 
posteriorly in the upper abdomen which was exposed 
through the gastro-hepatic omentum. It was found to 
be pancreas, which was twice its normal size, very 
edematous and hard. Two or three small hemorrhagic 
areas were visible near the tail. There was no evidence 
of fat necrosis. The biliary system was normal, there 
being no stones in the gall bladder, cystic or common 
duct. A one-inch slit was made in the capsule of the 
pancreas and a drainage tube inserted to this level. 
Incision was then closed and the patient returned to the 
ward in fair condition. A continuous intravenous of 
normal saline was started. 

The post-operative period was uneventful for the 
first day. The next morning the patient commenced to 
show toxic symptoms. These progressed rapidly and 
death took place the following afternoon. At no time 
did the urine show sugar and on the day of death the 
blood sugar was 0.165 per cent. 

Post-mortem.—This showed an enlarged pancreas 
with hemorrhagic and necrotic areas. Fat-necrosis was 
evident only in the omentum and was limited to five or 
six nodules. Section of the pancreas showed acute 
pancreatitis with gangrene of surrounding areas and fat 
necrosis. The gall bladder, on section, showed only 
catarrhal reaction. 
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THE UTERUS* 


(With Report or A CASE) 
By S. KosrRINSKY, M.D., 


Lecturer in Obstetrics, Faculty of Medicine, University of Manitoba, 


Winnipeg 


ITH the possible exception of acute yellow 

atrophy of the liver, the most disastrous 
complication in obstetrics is a ruptured uterus. 
Statistics by various writers give a mortality 
for the latter anywhere from 30 to 90 per cent. 
Fortunately it is a condition met with quite 
rarely. 

The exact relative frequency is rather difficult 
to estimate. At the Rotunda Hospital, in a 
series of 57,412 cases, rupture occurred 34 times, 
a proportion of about 1 in 1,688. In Paris 
statisties collected by Jolly from 782,741 labours 
showed an incidence of 1 in 3,403 cases. H. E. 


* A paper read before the Winnipeg Medical Society, 
April 22, 1932. 


Scheyer in a series of 11,300 labours reported 
10 cases of uterine rupture. In a series of 6,500 
confinements at the Algerian Maternity Hos- 
pital, from 1908 to 1928, Lafont and Larribere’* 
reported 18 cases of rupture of the uterus, 5 
in primipare and 13 in multipare. Nine of 
these cases were among the 6,000 European 
women and 9 among the 500 native Mohom- 
maden women. Asa B. Davis,? of the New York 
Lying-in Hospital, from a study of their sta- 
tistics covering the period from 1890 to 1926, 
found 184 cases of rupture of the uterus in 
147,624 confinements, or approximately 1 in 
810 deliveries. He explains the rather frequent 
occurrence in this series by the fact that emer- 
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gencies and all conditions were included. Dur: 
ing the period of 1909 to 1926 there were only 
28 eases which were among those entirely under 
eare of their hospital, or an incidence of 1 in 
3,250. 

In attempting to arrive at some idea as to the 
frequeney of this condition in Canada, I wrote 
to the Dominion Bureau of Statistics for avail- 
able figures of deaths from ruptured uterus, 
and for the following figures I am indebted to 
Mr. McPhail (Chief of the Division of Census 
and Vital Statistics). As Quebee did not enter 
the registration area until 1926, complete figures 
up to that year are not available. 


TABLE 


Number of deaths from “Rupture of 
Uterus in Labor, etc.”’ 





Registration ; 

Year Areaasof Manitoba Canada| Total number of 
1921 Inve Births 

1924... 4 1 157,595 ) Outside 
1925... 10 2 154,861 of 
1926... 5 1 8 150,585 } Quebec 
1927... 2 3 oaeaay In- 
Dds Ss 2 236,757 . 
1929... 7 i 8 | 235,415 ( Quane 
1930... 10 14 243,495 


For Canada during 1930 the total number of 
deaths assigned to rupture of uterus as the 
main cause was 8; as a contributory cause 
another 6. Presuming that these fatalities repre- 
sent approximately 50 per cent of the actual 
eases, it would mean that during the year 1930 
there must have been about 28 cases in 243,495 
live births, or an incidence of 1 in 8,700. This 
bears out the general opinion that statistics of 
hospital practice will show a greater. incidence 
of ruptured uterus than cases handled else- 
where, for the simple reason that the hospitals 
get a greater number of the complicated cases. 
These figures probably do not include all the 
actual deaths from rupture, as, no doubt, some 
eases, particularly of incomplete rupture, go on 
to death unrecognized. It may be observed that 
while ruptured uterus is comparatively a rare 
cause of death it is not entirely negligible. 


ETIOLOGY 


Of the formidable list of causes given by 
various authors, contraction, or Bandl’s ring 
formation, is the most prominent. Next in fre- 
queney is rupture through the sear of previous 
Cesarean section. A low Cesarean scar also 
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has been reported as rupturing at subsequent 
labour. Rongy, as quoted by Titus,’ states that 
3 per cent of Cesarean sections ruptured at 
subsequent pregnancies. However, even 3 per 
cent is considered too high a figure by some 
authors. Nearly all stress the particular sus- 
ceptibility to rupture where convalescence was 
associated with infection. 

The injudicious use of pituitary extract holds 
a prominent place in the etiology. Mendenhall‘ 
collected 89 cases from the literature since the 
introduction of the use of this potent and 
dangerous drug into obstetrics. I know of one 
case that occurred recently in Greater Winnipeg 
following the use of pituitrin in a primipara 
with a hydrocephalic fetus. Hydrocephalus 
was not diagnosed before the pituitrin was used. 
Various pathological conditions in the uterus 
form an important factor in the etiology of this 
complication. Improper application of the ob- 
stetrical forceps is frequently mentioned in the 
literature as a cause for rupture of the uterus. 
Some of the unusual causes as found in the 
recent literature are: labour following a Sturm- 


dorf operation on the cervix;> abscess in the 


wall of the uterus ;° rupture during an attempt- 
ed internal version’ (in this instance mother 
and child recovered). 

Gerrard,® of Manchester, cites a case of twins. 
A rupture was discovered in the fundus while 
attempting manual delivery of the placenta 
after the birth of both twins. Seven cases were 
produced by Crédé manipulation®—something 
many of us may well bear in mind. Other un- 
usual causes are: neglected shoulder presenta- 
tion; hydrocephalus, as reported by Murray,’° 
(also a contributory factor in the case I men- 
tioned above) ; forcible dilatation of cervix in 
accouchement forcé. 


DIAGNOSIS 


When occurring during pregnancy.—In most 
eases there is a history of previous labour. 
There may be slight bleeding and possibly a 
sudden sharp pain, which may follow strenuous 
work or a fall or some expulsive effort. Al- 
though a picture of shock may be presented, 
usually the diagnosis of some acute abdominal 
condition is made. The accumulation of blood 
underneath the diaphragm may cause severe 
epigastric pain and hence the diagnosis will be 
all the more difficult. 
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Cases occurring during labour, which, of 
course, form by far the greater number, usually 
show no premonitory signs. The patient will 
complain of a sudden tearing sensation in the 
abdomen with a persistent sharp pain localized 
more or less in the vicinity of the rupture. The 
uterine contractions cease, especially if the 
whole or a part of the fetus has been expelled 
into the peritoneal cavity. As a rule there are 
signs of shock and hemorrhage, the degree of 
which depends on the extent of the tear. On 
the other hand, there may be no signs of shock 
or hemorrhage, as in the case I am reporting. 
This is more or less a description of the typical 
ease. There are a good many variations in the 
chain of symptoms which would take too much 
time to go into in detail. Berkley and Bonney™ 
suggest a rule to explore the uterine cavity with 
the hand at the termination of every labour 
that has necessitated intra-uterine manipulation. 
They claim that in this way a good many cases 
of ruptured uterus would be discovered that 
otherwise might not be diagnosed. 


TREATMENT 


With very few exceptions, the treatment ad- 
vocated by men of wide experience is laparotomy, 
in preference to conservative measures such as 
packing, ete. In the series reported by Trask, 
even as far back as 1856, radical measures gave 
the best results: 29 cases treated by laparotomy 
gave 22 recoveries. Of 118 cases treated by 
packing and waiting only 38 _ recovered. 
Petren,’? from a study of 754 cases, found a 
mortality of 72 per cent among those treated 
conservatively and 53 per cent in which opera- 
tion was carried out. Klein,’? of Dresden, from 
an analysis of 381 cases, showed that the mor- 
tality after operation was 44 per cent, and after 
tamponing and douching, 39 per cent. He is 
one of few authors showing statistics favourable 
to conservative measures. Ivanoff,* from a 
study of all the available literature, concludes 
that operative treatment gives about twice as 
favourable results as conservative treatment. 

The method of procedure most frequently 
adopted after the uterus has been exposed at 
laparotomy, according to reports of the recent 
literature, is subtotal hysterectomy with drain- 
age. Lafont and Larribere? found their best 


results were with the cases treated in such a 
manner. 


Scheyer contends that if the tear in 
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the uterus is longitudinal suturing after delivery 
of the child is sufficient. If, however, the rent 
is either oblique or transverse then hysterectomy 
should be the method of choice. 

Professor Hendry," of Glasgow, in a recent 
report of four cases, one of which was just a 
threatened rupture, gave hysterectomy with 
drainage as his method of choice: all recovered. 
The case of Gerrard that I already mentioned 
was also treated by hysterectomy with recovery. 


PROGNOSIS 


For the fetus it, is generally accepted as fatal 
in at least 90 per cent of the cases. For the 
mother, according to Berkley and Bonney, in 
the complete intraperitoneal rupture, the prog- 
nosis is quite bad, the mortality being 90 per 
cent. Merz,’*? from a series of 230 cases of 
uterine rupture, gave a mortality of 65.2 per 
cent in the complete type and 58.7 for the in- 
complete type. Mendenhall found in the series 
of cases that he reviewed with reference to 
pituitary extract, in the 75 in which the final 
outcome was recorded, the mortality rate was 
78 per cent. Kemkes reported a case operated 
upon for ileus with the discovery of rupture 
of the uterus 3 days after its occurrence. 
Klein,??.of Dresden, points out that the impor- 
tant factor in the prognosis is the time that 
elapses between the oceurrence of rupture and 
operation. Among the cases operated upon at 
home or in a hospital within two hours of the 
occurrence of the rupture the mortality was 30 
per cent; after an interval of 2 hours and 
within 12 hours—48 per cent; after 12 hours 
—72 per cent. 


REPORT OF CASE 

Mrs. H., 45 years old; married 17 years; 7-para. 
Her first pregnancy ended in a miscarriage, in 1915. 
There was a subsequent miscarriage at 5 months. 
First baby in 1918—false labour pains for nearly a 
month—breech delivery—no difficulties. Two and one- 
half years later another birth—also breech—‘‘frank’’. 
October, 1923—next—also breech, but no difficulties. 
June, 1926—normal cephalic presentation. Menses had 
been 4-5/28; last on April 5, 1931; quickening in 
August. 

On January 20th, she commenced to have pains in 
the afternoon. The membranes ruptured at 8.45 p.m., 
and there was a greenish thick slimy discharge. Dr. 
Turnbull saw her at 10 p.m.; no dilatation. The pains 
came at intervals of 3 to 4 minutes; occiput presenta- 
tion. At 11 p.m., morphine, 1/8 gr. hypodermically was 
given. She felt as if there was a ‘‘dry tightness 
inside’’—patient was .bearing down very hard. At 
1 a.m. there was a sudden tearing and burning sensation 
in the left lower quadrant. She told Dr. Turnbull 
and then all 
She complained of an 


‘‘something is tearing inside of me’’, 
uterine contractions stopped. 
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agonizing pain, but there was no weakness or faintness. 
There was practically no vaginal bleeding. No pituitary 
extract was used. On admission to St. Boniface Hos- 
pital at 2.30 a.m., the patient appeared to be suffering 
very much, but there was no evidence of shock or severe 
hemorrhage. Being quite stout and extremely tender, 
it was difficult to examine her abdomen properly. There 
did appear to be an irregular mass in the left iliac 
fossa. The history of the onset, and particularly the 
opinion of Dr. Turnbull, made laparotomy justifiable 
and this was carried out under ethylene and ether 
anesthesia. 

On opening the abdomen, blood and clots were found 
in the peritoneal cavity. The fetal head was seen 
protruding through an oblique rent in the lower uterine 
segment at the left. The shoulders appeared tightly 
impacted into the rent, and that was probably the 
factor that helped to prevent the patient from having 
a fatal hemorrhage. Delivery of the fetus, apparently 
full term and fully developed, but dead, was completed. 
Search for the placenta revealed it to be present among 
some loops of small bowel, but unattached. There 
were several small nodular masses on the anterior 
surface of the uterus which looked like small subserous 
fibroids. However, the pathologist’s report did not bear 
this out. He found the uterus perfectly normal, except 
for a tear in the very thinned-out portion of the lower 
segment. 

The main problem now was how to treat this uterus. 
Considering the age of the patient, the position of the 
tear, and the fact that she had had a vaginal examina- 
tion, made me decide that subtotal hysterectomy would 
be the wisest procedure. A rubber tube through the 
stump of the cervix was used for drainage. The usual 
post-operative care was given. She had a perfectly 
smooth convalescence. The drainage tube was removed 
on the 3rd day. The patient was discharged on February 
4, 1932, 15 days after her operation. I saw her on 
Monday, March 28, 1932. She was feeling quite well; 
indeed, she was hanging out some recently washed 
clothes. 


CoNCLUSIONS 


From a study of the literature and the experi- 
ence of this case perhaps the following con- 
clusions are permissible. 


THE VALUE OF Books.—The human brain requires 
frequent feeding to keep it in a healthy state; without 
varied reading or new experience the mind remains com- 
paratively ignorant. Some persons who are very choice 
about what kind of food they put into their stomachs 
put very inferior mental aliment into their brains. The 


brain of man cannot live and be healthy upon novels nor 
upon false beliefs, any more than his body can be 
supported by tarts. A man must carefully consider the 
quality, quantity, suitability, and variety of the know- 
ledge acquired; he must be careful to read good books, 
and to associate with intelligent persons; to prefer books 
which contain fundamental information to those filled 
with inferior knowledge; to prefer truth to error, facts 
to fiction, demonstration to dogmas; science to sec- 
tarianism and supernatural beliefs. A good book is the 
best of friends, the same to-day and for ever. Ideas of 
the great powers and laws which govern the universe are 
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1. The possibility of rupture of uterus must 


always be kept in mind, even in an apparently 
normal labour. 


2. Complete rupture may occur without signs 
of shock or severe hemorrhage. 

3. In spite of the constant reminder to the 
profession of that fact, pituitary extract, a 
dangerous drug, is still used rather indiscrim- 
inately. 

4. For complete rupture of the uterus the 
best results may be expected from a subtotal 
hysterectomy with drainage. 

5. One would like to see more of the cases of 
rupture of uterus reported through the proper 
channels. 


I wish to take this opportunity to thank Mr. E. S. 
McPhail; of the Department of Vital Statistics at 
Ottawa, for the prompt and thorough manner in which 
he responded to my request for statistics. 
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better companions than the best of men. Books are 
the legacies which genius leaves to mankind.—Dr. G. 
Gore. 





RETROBULBAR NEURITIS DUE TO THALLIUM POISON- 
ING.—W. Mahoney records three cases of retrobulbar 
neuritis traced to the use of a depilatory cream contain- 
ing a high percentage of thallium (7.18). Each of the 
patients showed symptoms which gave rise to suspicions 
of the presence of intracranial tumour, and were found 
to have progressive retrobulbar neuritis. In one case 
there was also bilateral motor and sensory involvement 
of the legs. Suspension of the application of the de- 
pilatory resulted in speedy and continuous improvement 
of vision. Mahoney reviews the literature with regard 
to thallium poisoning, and emphasizes the necessity of 
remembering the possibility of this contingency when a 
toxic optic neuritis is detected—J. Am. M. Ass., 1932, 
98: 618. 
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THE HIGH CARBOHYDRATE LOW FAT DIET FOR DIABETIC CHILDREN 


By Heser C. JAMIESON, M.B., 


Edmonton 


"THE ‘Management of the diabetic child has 

always been a source of great worry to 
physician and parent. The necessary. reduction 
of carbohydrate in the form of sugar, bread, 
cereals, and fruits other than those of the citrous 
family, together with the withdrawal of milk 
from the diet, is a more serious deprivation 
than in the case of the adult. The injection of 
insulin adds to the distress of the parent, and 
the planning of separate meals for the diabetic 
member of the family of children so as to avoid 
temptation taxes the ingenuity and calls forth 
the utmost in tact, vigilance and patience. 

The use of a low fat high carbohydrate diet 
in the treatment of diabetes is not new. In fact 
the- physician who gave this disease its name 
used it. Aretaeus of Cappadocia,’ who lived in 
the first half of the second century in Rome, 
described ‘‘Diabetos’’ and gave an outline of 
its treatment. After mentioning certain drugs 
he came to the question of food and water. His 
dictum was ‘‘Furthermore, the water used 
should be that which has been boiled with many 
fruits. As food use milk, and with it cereals, 
starch, groats, gruels and a stringent wine, un- 
diluted, as a tonic for the stomach.’’ 

Joslin? quotes Kageura to the effect that a 
high carbohydrate diet preceding a test meal 
was found to lead to a lesser increase in the 
blood sugar than if the preceding diet was com- 
posed exclusively of fat and protein. 
reports one case of a child who did well on a 
diet high in carbohydrate, low in fat, but was 
disappointed in others. 

Aldersberg and Porges,* whose system was 
summarized by the present writer in this 
Journal two years ago,® believes that a liver 
well charged with glycogen will bring about an 
increased tolerance. This is dependent on low 
fat ingestion. If the pancreas is rested its 
power diminishes. One may not agree with the 
theory, but practical results seem to bear out 
his contention. However, the present ideas of 
carbohydrate and fat metabolism are in a flux 
due to the work of Ambard® and his pupils, and 
to the more recent work of Santenoise, 7 who 


Joslin® 


has advanced on experimental evidence a theory 
of a dual hormone in the pancreas. He believes 
one hormone, insulin, has to do with the cata- 
bolism of carbohydrate. Another, isolated and 
called by him vagatonine, regulates the glyco- 
genic function of the liver. When the separate 
roles of these two hormones have been thorough- 
ly worked out, a new conception of metabolism 
may result. On the low fat high carbohydrate 
diet, the cholesterol falls in a few days to a 


TABLE I 
Days in On Cholesterol On 
Patient hospital admission 6 days later discharge 
J.M. 29 204 144 
W.R. 38 196 140 
E.N. 14 404 248 280 
J.G. 17 324 146 
J.L. 13 200 224 
B.A. 14 225 188 218 
S.M. 38 168 140 317 
B.L. 122 280 180 
J.C. 14 240 188 
A.H. 29 190 160 158 
LJ. 39 231 223 209 
E.M. 17 194 205 224 
D.M. 42 220 151 
L.W. 20 176 246 243 
E.P. 35 240 132 
O.D. 19 217 180 136 
ak. 8 214 124 124 
E.B. 22 183 . 217 223 
B.M. 14 132 136 
C.C. 16 132 198 
A.M. 22 165 165 
A.A, 14 157 128 229 
R.B. 28 144 125 
W.M. 18 189 121 
A.C. 80 186 224 
ELD. 22 230 163 
A.R. 81 176 231 
J.M. 15 208 158 
M.M. 21 124 143 
G.8. 38 188 192 
H.M. 23 184 175 
P.M. 16 179 251 
V.M. 7 161 205 
C.H. 37 190 148 
H.J. 16 123 158 
C.G. 8 243 119 
J.S. 19 256 280 182 
W.S. 26 350 363 350 
E.P. 23 134 172 
L.M. 17 120 128 
A.R. 25 152 128 192 
B.S. 15 208 197 
M.L. 3. 213 132 189 
F.J. 13 218 160 
E.B. 38 206 233 213 
L.M. 8 226 178 
W.C. 19 167 207 150 
J.A. 23 184 175 
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low normal, but does not always remain down. 
Rabinowitch,® in two excellent papers has given 
details of this diet and his results. In a series 
of 50 cases studied by the present author, chil- 
dren and adults, cholesterol examinations were 
made on admission, in six days, and on dis- 
charge, at periods varying from eight to twenty- 
eight days. (See Table I). Although there was 
usually a fall at the second examination, on dis- 
charge, in 20 out of 50, the amount was higher 
than on admission ; 2 were the same, and 28 were 
lower. The increase on discharge appears to 
take place independently of the amount of 
insulin given and the height to which the carbo- 
hydrate is raised. It is a fact that the glucose 
tolerance does increase in some cases to at least 
double that on high fat diet. Whether this is 
due to increased storage or increased catabolism 
of glucose is an unanswered question at the 
present time. 

Joslin states that diabetes in children has in- 
creased two- or three-fold in a decade, so any 
method that will give increased tolerance, 
diminish the frequency of injections, and lessen 
the amount of insulin is weleomed by both doctor 
and parent. If, in addition, the diet more 
nearly approximates that of the normal, it is 
an added blessing. Such a treatment, I believe, 
has been found. Following the suggestion of 
Porges,? who in 1926 first advocated a high 
carbohydrate, high protein, low fat system, the 
author has treated 200 patients, 30 of whom 
were children between the ages of 2 and 15. 
The experience of almost three years. with this 
diet is summarized, and 6 ease histories are 
reported. 


CASE 1 


B. L., male, aged 3; weight on admission 41 lbs. 
Blood sugar 0.32; cholesterol 280; duration of the 
diabetes 8 months. The child was admitted to hospital 
in a semi-comatose condition. The admission diet was 
CH. 70; P. 46; F. 111, with 10 insulin units before 
breakfast and dinner. The patient did well on this diet, 
but glycosuria and ketonuria were present at times. 
Three months later the child was placed on CH. 106; 
P. 44; F. 49, with the same insulin dosage. The urine 
became sugar- and ketone-free in about ten days. A 
‘<pot belly’’ which had developed during the old regimen 
disappeared. The CH. was gradually increased to 126 
grm. with the same insulin, and the urine continued 
free of glucose and ketone bodies. 

This was the first child placed on this high carbo- 
hydrate low fat diet, and no milk was given. At the 
end of six weeks, tetany developed. The blood calcium 
was 6.2 mgrm. per cent. Calcium lactate, gr. V, t.i.d. 
was given, and 540 c.c. of milk were added to the diet. 
In four days the blood calcium had risen to 10 mgrm. 
per cent. At this time Trousseau’s sign was still in 
evidence when the tourniquet was applied to the arm 
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for the taking of a blood sample. 
discharged on a diet of CH. 135, P. 44, F. 49, with the 


This child was 


same amount of insulin. The fasting blood sugar was 
0.11; cholesterol 180; and the urine was glucose- and 
ketone-free. 


It will be seen that the carbohydrate was al- 
most doubled on the same dosage of insulin in 
this ease. 


CASE 2 


E. R., a male, aged 8; weight on admission 49 lbs. 
The duration of his diabetes thirteen months, on a high 
fat diet. He was admitted with blood sugar 0.22, and 
cholesterol 404, and placed on CH. 100, P. 60, F. 40, 
with insulin units 10 bid He was discharged in 
fourteen days with a gain of 3 lbs., on a diet of CH. 
289, P. 74, F. 40, with insulin units 10 t.id. On dis- 
charge the blood sugar was 0.11, and cholesterol 280. 


CASE 3 


J. C., a female, aged 2; weight on admission 26 
Ibs. The duration of her diabetes was 3 weeks. On 
admission blood sugar was 0.27, and, cholesterol 240. 
She was placed on CH. 100, P. 40; F. 40, and discharged 
in two weeks on CH. 108, P. 43, F. 40, with insulin 
units 5 b.i.d., and a gain of one pound in weight. Blood 
sugar 0.106; cholesterol 188; urine sugar- and ketone- 
free. This child has since done well and is growing 
normally. 


CASE 4 

W. R., a male, aged 13; weight on admission 90 lbs. 
Glycosuria was discovered two weeks before admission; 
blood sugar 0.21 and cholesterol 196. He was placed 
on a diet of CH. 100, P. 60, F. 44, with insulin units 
10 t.id. and discharged on CH. 331, P. 92, F. 48, with 
insulin units 5 b.id. His blood sugar was 0.09, and 
cholesterol 140; urine sugar- and ketone-free. There 
was a gain of two pounds in weight. 


CASE 5 


J. M., a male, aged 14; weight on admission 90 lbs. 
The duration of his diabetes was 2 years on a low 
carbohydrate high fat diet, and insulin units 10 t.id. 
He was re-admitted to see if tolerance could be improved. 
On admission the blood sugar was 0.288, cholesterol 204. 
He was placed on a diet of CH. 100, P. 60, F. 40, and 
discharged in 28 days on CH. 291, P. 94, F. 44, with 
the same dosage of insulin. The blood sugar was 0.11, 
and cholesterol 144; urine sugar- and _ ketone-free. 
There was a gain of three pounds in weight. 


CASE 6 


S. M., a male, aged 14; weight on admission 82 
lbs. The duration of his diabetes was 3 to 4 years on 
a high fat diet. He was admitted in a pre-comatose 
condition; blood sugar 0.414, cholesterol 168. When he 
recovered sufficiently, he was put on a diet of CH. 100, 
P. 60, F. 40, with insulin units 20, before breakfast and 
dinner. He was discharged in 38 days on a diet of CH. 
375, P. 122, F. 54, with insulin units 15 before breakfast 
and dinner; blood sugar 0.12 and cholesterol 317. He 
gained six pounds in weight. 


The important foods used are bread, cereals, 
vegetables, a wide range of fruits and lean meat. 
Milk is allowed as a beverage and takes the 
place of cream for tea and coffee with the older 
children. Butter in small quantities is the only 
fat used. Pork in any form is eliminated and 
so is mutton. Eggs are used only in limited 
numbers because of their fat and high chol- 
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esterol content. Salad dressing is made of 
mineral oil which is also used for frying. It 
is unnecessary to use special flours, either of 
wheat, soy bean or casein. Fillers such as agar, 
bran or cellulose are dispensed with. The recent 
analysis of MeCance and Lawrence’? has placed 
many of the fruits which were previously in 
the higher carbohydrate class in the 5 per cent 
list. (See Table II). From this it will be 
seen that the diet is more nearly that of a 
normal child. On it the patient shows more 
energy, and those who acquired a ‘‘pot belly”’ 
on the older diets lose it. It seems unnecessary 
to keep a child underweight. This is contrary 
to the accepted custom, but I believe will be 
justified by experience. 


It is time-saving to place every patient, when 
first seen, on a standard diet, unless complica- 
tions or the severity of the condition demand 
special treatment. In adults a suitable regimen 
is 150 grm. of carbohydrate, 80 grm. of protein, 
and 50 grm. of fat. In the management of 
children a satisfactory standard diet on admis- 
sion to hospital is composed of 100 grm. of 
carbohydrate, 60 grm. of protein, and 40 grm. 
of fat. Such a prescription may be filled as 
shown in Table III. 

It will be found as a rule that the sugar in 
the urine increases, but then gradually dimin- 
ishes. If the sugar disappears on this regimen, 
carbohydrate is added at the rate of approxi- 
mately 25 grm. daily, with an increase of the 


5 per cent 


Lettuce 
Cucumber 
Tomato 
Celery 
Asparagus 
Spinach 
Cauliflower 
Cabbage 
Brussels sprouts 
Radishes 
Leeks 
String beans 


Rhubarb 
Endive 
Marrow 
Sauerkraut 
Greens 
Swiss chard 
Mushrooms 
Carrots 
Onions 
Pumpkin 
Turnips 
Squash 


Apples 

Apricots 

Cherries 

Currants, black or red 
Gooseberries 
Greefigages 
Oranges 
Loganberries 
Pears 

Plums, stewed 
Rhubarb, stewed 
Strawberry, raw 
Grapefruit 
T.emons 

Peaches, ripe raw 
Raspberries 
Cranberries, stewed 


Almonds 
Walnuts 





Breakfast: 


Orange 150 grm. 
Porridge 180 grm. 
(cooked weight) 
Bread 15 grm. 
Egg 1 (whole) 
Milk 180 grm. 


Carbohydrate 99 


TABLE II 
VEGETABLES 


10 per cent 


Kohl-rabi 
Beets 
Parsnips 


beans 


FRUITS 
Raw or Stewed 
Pineapple 
(fresh) 
Peaches 
(dried) 


Prunes 


Nuts 
Peanuts 


TABLE IIT 
Dinner: 


Clear broth 
5 per cent vegetable 
150 grm. 
Lean meat 30 grm. 
Bread 15 grm. 
Butter 5 grm. 
Milk 180 grm. 
5 per cent fruit 150 grm. 
Protein 59.5 Fat 40 
Total glucose 137 


15 per cent 


Green peas 

Artichokes 
(Jerusalem ) 

Canned Lima 


(stewed ) 


20 per cent 


Green corn 
Baked beans 
Shelled beans 
Boiled rice 
Boiled macaroni 
Potato 


Bananas 

Figs, dried 
or stewed 

Raisins 





Supper: 


5 per cent vegetable 
150 grm. 
Lean meat 30 grm. 
Bread 15 grm. 
Milk 180 grm. 
5 per cent fruit 150 grm. 


Calories 994 
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protein which is unavoidable considering the to one showing greater tolerance. Sometimes 
suitability of the food. The fat meanwhile re- when small amounts of urine are passed the 
mains at a constant low level. The increases of qualitative test shows considerable sugar, where- 
carbohydrate are made daily as long as the as the amount of sugar in a larger amount of 

_ urine remains sugar free. (See Table IV). If, urine appears less. 
however, sugar appears in the urine, the diet All children are encouraged to exercise in the 
remains stationary for a few days to see if the open air when possible. All those who are old 
tolerance increases to meet the carbohydrate in- enough to be’ allowed outside the hospital 
take, in which case, the 25-grm. additions con- -grounds carry an identification card which 
tinue until a sufficient caloric requirement is states that the bearer is taking insulin (when 
reached. such is the ease), and if found in a fainting 


TaBLE IV. 
(BasEep on Diet 1n Taste III.) 
















Additions 





Total Value of Diet Following Increase 


' Total 
Food Gms. Day Meal Cho. Prot. Fat Cal. Glucose 





— 














See ores Supper 




















\ 

DA at Six x Dinner f 123 64 40 1,108 164 
ss sues Cas 30 2nd Dinner a 
PD ss tht ces 30 Dinner \ 147 67 40 1,216 190 
NE ics ciate elas 30 3rd Breakfast . ei 
ee 30 ‘Dinner } 171 a 40 1,328 216 
ER ae 15 4th Breakfast 
ig ide Pee xia 15 Dinner 198 75 40 1,452 246 
| eee 15 Supper 
tes its he aks 30 5th 8.00 p.m. \ 
5 per cent fruit..... 150 8.00 p.m. f 221 80 40 1,564 271 
_____ SE aa ee 30 6th 3.00 p.m. 
5 per cent fruit..... 150 3.00 a m. \ 244 85 0 1,676 297 
MRS ets cle es 30 7th 9.00 a.m. 
5 per cent fruit..... 150 9.00 a.m. \ 267 0 - 1,788 _ 
Se take pois ys 15 8th 9.00 a.m. 
MI a wich sepa des 15 3.00 p.m. 294 94 40 1,912 *353 
ON i ak 5 15 8.00 p.m. 











Deiat ety 120 9th Supper 318 98 40 2,024 378 


It is advisable in some cases to commence the condition is to be given candy, orange juice, or 
administration of insulin on admission, since it some sweet drink, and the hospital notified at 
has been found from experience with this diet once. 
that an increased tolerance may be acquired 
more quickly by this means. The insulin may 


be diminished gradually, and often discontinued, 1. A diabetic wa oe . rs ak 
when an adequate maintenance diet is being hydrate and protein but low in fat 1s described. 


utilized by the patient. This more nearly approximates that of the 
normal child. 


SUMMARY 


It is of advantage to have the urine collected : 
in three lots, breakfast to dinner, dinner to 2. The antiketogenic-ketogenic ratio is so high 
supper, and supper to breakfast. The amounts that ketosis is much less likely to oecur than 
are noted and each specimen is tested by With a high fat diet, even with the loss of con- 
Benedict’s solution. This enables one to find siderable sugar in the urine. 
out if the patient has a greater tolerance at any 3. The children on this diet are more energetic 
special meal. If this be so, some carbohydrate than on previous high fat diets with a similar 
ean be-transferred from a meal showing poor caloric value. 
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4. The children relish the foods more and 
give better cooperation. 

d. All substitutes for bread and fillers may 
be dispensed with. 

6. This diet increases the tolerance for 
glucose in many cases, and in some eases doubles 
what it was before. 

7. Sugar in the urine on this diet is usually 
increased at first, but gradually diminishes. 

8. Milk is a weleome and valuable addition to 
the diet. 

9. Cholesterol falls quickly, but may rise again 
to even greater heights than on high fat diets. 


The details of the diet were arranged by Miss 
Margaret Malone of the Dietetic Staff of the University 
Hospital. 
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MOUTH FOCI OF INFECTION AND THEIR MANAGEMENT 


By J. W. Gerriz, B.A., D.D.S., M.D., C.M., 


Montreal 


OUTH infections are one of the commonest 
and most insidious causes of systemic 
disease. Their understanding involves a know- 
ledge of some detailed histology and pathology 
as well as clinical experience which finds no 
place in the over-crowded medical curriculum. 
As a result, these infections themselves, as well 
as their. potentialities in disease production, 
are very incompletely understood and appre- 
ciated by the majority of medical practitioners. 
The present paper is an endeavour to appraise 
the problem of mouth foci of infection, to 
convey an understanding of them, and to out- 
line their management by physician and dentist 
conjointly, in the treatment of systemic disease. 
The common mouth foci are acute and 
chronic alveolar abscess, devitalized teeth with 
residual infection, and pyorrhea alveolaris. 
These are all probably of equal importance in 
the causation of disease. Less frequent of- 
fenders are infected impacted teeth, infected 
cysts, osteomyelitis, and bone necrosis. 


ANATOMY AND PHYSIOLOGY 


The normal tooth is composed of enamel, 
cementum, dentine and pulp. The peridental 
structures are the peridental membrane, dental 
vessels and nerves, the free margin of the gum 
and alveolar bone (see Fig. 1). Enamel is a 
hard, highly calcified, inorganic structure cover- 
ing the crown of the tooth. The cementum is a 
less hard substance forming covering for the 


root and attachment for the peridental mem- 
brane fibres. Dentine forms the body of the 
tooth and probably receives nutrition and is 
supplied with a nervous element from the pulp. 
It is the outer casing of the pulp canal. The 
dental pulp is a specialized piece of living tissue 
encased within the tooth centre and provided 
with an abundant blood and nerve supply which 





Fie. 3 


Fic. 1 Fic. 2 


Fic. 1.—Tooth and adjacent tissues with moderately 
advanced dental caries De. e—enamel, d—dentine, c— 
cementum, p—pulp, b—alveolar bone, g—free margin of 
the gum, m—peridental membrane, by—dental vessels 
and nerves. 

Fic. 2.—Acute alveolar abscess. De—dental caries ; 
S—gangrenous and suppurating pulp; A—early peri- 
apical reaction to the infection. 

Fic. 3.—Chronic alveolar abscess. 
caries; S—suppurating pulpal remains; 
abscess or dental granuloma. 


De — dental 
Ch—chronic 


enters by the apical foramen. This tissue pro- 
vides nourishment for the tooth and mediates 
the sensation of pain. The dental vessels and 
nerves branch at the tooth apex, one branch 
going to the dental pulp and the other to the 
peridental membrane. This is a highly spe- 
cialized structure of a complex fibrous arrange- 
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ment and is responsible for holding the tooth in 
its socket and for transmission of the sensation 
of pressure. Its fibres are anchored on one side 
to the alveolar bone and on the other to the 
cementum of the tooth root. It permits the 
normal movement of the tooth. The free margin 
of the gum closely hugs the neck of the tooth 
and forms a protective covering for the peri- 
dental membrane keeping out the mouth fluids 
and infections. 


DENTAL CARIES 


Dental caries is the cause of acute and chronic 
abscess, but is not in itself an infective focus. 
The bacteria of the mouth collect on protected 
tooth surfaces, in cracks and fissures of the 
teeth and become covered by a gelatinous 
plaque. Here they multiply and their products 
eause a disintegration of enamel and dentine, 
progressing from the tooth surface toward the 
pulp. This constitutes dental caries, which as 
long as it remains confined to enamel and 
dentine is harmless systemically. As soon as it 
reaches the dental pulp, which it inevitably does, 
pulpal suppuration, gangrene, and acute and 
chronic abscess rapidly follow. 


ACUTE ALVEOLAR ABSCESS 


Caries, with its bacteria, eventually reaches 
the pulp. This tissue endeavours to respond to 
the infection by an inflammatory reaction, but 
being encased in an unyielding space, the pulp 
canal, it cannot swell as do other inflamed 
tissues. Its vessels, entering and leaving by the 
minute apical foramen become strangulated at 
this point by the swelling and the circulation 
of the pulp is cut off. Thus an engorged, 
gangrenous pulp is left, which becomes infected 
from the caries and suppurates. Such a pulp, 
engorged with blood, at body temperature and 
anerobic conditions becomes a miniature incu- 
bator for the development of a variety of 
organisms which, with their products, seep 
through the apical foramen into the surround- 
ing alveolar bone. The immediate response of 
the surrounding tissues constitutes the stage of 
acute alveolar abscess (Fig. 2). The patient 
suffers severe throbbing ache; the tooth is tender 
to touch and swelling probably ensues. 


root apex there is pus formation, which tends 
to burrow or become localized. 
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CHRONIC ALVEOLAR ABSCESS 
Chronic alveolar abscess is a later stage of 
the acute form, or the characteristics may have 
been chronic from the first. 
has taken place and the infection has been 
walled off by fibrous tissue forming the chronic 


Bone rarefaction 


abscess or dental granuloma (Fig. 3). These 
are commonly seen around old retained tooth 
roots, grossly carious teeth, and devitalized 
teeth. The patient is usually free from symp- 
toms or may suffer acute exacerbations at any 
time. Although their infectivity is a debatable 
point, it is the consensus of opinion that these 
granulomata contain infective material and the 
pulp canal of the tooth contains suppurating 
pulpal remains. 


INFECTIONS IN Decipuous TEETH 


The difference between infections of milk 
and permanent teeth is due to the fact that in 
the former the pulp canal is comparatively 




















Fic. 4.—Chronie abscess in a deciduous tooth with 
gum boil or fistula (F). 

Fig. 5.—Devitalized tooth with residual infection: 
F—filling ; Ce—cement; RF—radiopaque root canal fill- 
ing; PR—pulpal remains which were incompletely re- 
moved at the time of devitalization ; Ch—chronic abscess. 

Fie. 6.—Pyorrhea alveolaris. Ca—dental calculus 
impinging on the free margin of the gum; Py— 
pyorrhea pocket showing destruction of alveolar bone 
and peridental membrane. The pocket contains pus. 


larger and the apical foramen incompletely 
calcified and wide. Due to these facts the pulp 
is able to put forth a fairly effective inflam- 
matory reaction and ean fight the infection 
from the caries for a time. Thus a vital pulp 
is not infrequently found under a grossly 
carious deciduous tooth. However, the pulp 
eventually succumbs and pus formation begins 
at the root apex (Fig. 4). In children, the pus 
tends to burrow through the buccal alveolar 
bone appearing as the well known gum boil. 


THE DEVITALIZED (PULPLESS) TOooTH 


The pulpless tooth and its responsibility as a 
focus of infection is the subject of much con- 
troversy in dentistry to-day (Fig. 5). A decade 
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ago, devitalization was regarded as the cure-all 
for most dental ailments, and teeth were de- 
vitalized indiscriminately. In this process the 
tooth is opened under aseptie precautions, the 
gangrenous pulp removed and the pulp canal 
treated over two or three sittings with anti- 
septics to remove residual infection. The pulp 
canal is then filled with a permanent radio- 
paque filling. However, due to insurmountable 
operative difficulties which are frequently 
present, or to careless operating, a piece of 
pulp is left in the apical end of the canal. 
Such a pulp remnant is gangrenous, suppurat- 
ing, and sufficient to maintain a chronic 
abscess. Although pulpless teeth cannot be 
positively labelled as foci capable of infecting, 
yet it is the common opinion among dentists 
and oral surgeons that in the presence of 
systemic disease, such teeth should be looked 
upon with. grave disfavour, and in the absence 
of other more obvious foci should be extracted. 


PyvorRH@A ALVEOLARIS 


Pyorrhea is not a disease of the teeth but 
rather a disease of the supporting structures of 
the teeth. It is primarily a disease of the 
peridental membrane with subsequent involve- 
ment of the alveolar bone and root cementum 
resulting in the formation of pus pockets 


adjacent to the tooth root (Fig. 6). Normally 
the peridental membrane is protected from 
infection and injury by the free margin of the 
gum (Fig. 1, g) which closely hugs the tooth 
neck. The causes of pyorrhea are related to 
injury of this protective fold or to excessive 
strain or injury of the membrane itself. The 
common causes are excessive biting force plac- 
ing a strain on the peridental membrane; 
injury to the free margin of the gum, as from 
salivary calculus; rough filling edges; in- 
judicious use of tooth picks or dental floss; 
poor, misdirected mouth hygiene; and excessive 
strain from dental restorations, such as bridge- 
work or plate clasps. Following such an 
injury, the bacterial flora of the mouth gain 
access to the peridental membrane. Inflam- 
mation and pus formation follow, with pro- 
gressive destruction of the membrane, necrosis 
of the adjacent bone, infection of the root 
cementum, pus-pocket formation, and eventual- 
ly loosening of the tooth. 
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BACTERIOLOGY OF THE ORAL Foci 


The common organisms found in the above 
foci are S. viridans and hemolyticus which may 
be of a short or long chained variety and of 
greater or less virulence. Staphylococci, too, 
are common. Organisms less frequently en- 
countered are the pneumococeus, Friedlainder’s, 
diphtheroid and influenza bacilli. Recent work 
by Rosenow and other investigators shows be- 
yond reasonable doubt that not only are these 
foci capable of causing systemic disease, but 
that frequently the organisms contained show 
an elective localization. For example, the 
strain of organism present in one focus may 
possess a selectivity for the colon, producing a 
colitis. In a similar way, other strains, by 
their selective power produce an_ arthritis, 
pyelitis, endocarditis, pericarditis, asthma, bron- 
chitis or any of the other diseases which are 
laid at the door of focal infection. 


Factors FAvOURING THE SYSTEMIC SPREAD OF 
INFECTION 


Dental infections have several peculiarities 
which make them insidious and enhance their 
disease-producing capabilities. 

1. A gangrenous, suppurating pulp, isolated 
in the pulp canal, cannot be attacked and re- 
moved by the body’s protective mechanisms and 
must remain there a continuous menace. 

2. In the acute stage of abscess, suppurating 
gases within the pulp canal create a pressure, 
forcing the infected material through the apex 
into the surrounding tissue. The tooth is a 
veritable injection syringe. loaded with gangre- 
nous tissue and products of putrefaction. 

3. The normal human dentition is capable of 
exerting a biting force of 240 pounds per square 
inch. With each bite, the infected area, whether 
pyorrhea pocket or abscess, is subjected to 
movement. This should tend to favour 
chronicity and absorption. 

4. In pyorrhea there is involvement of the 
alveolar bone. This is really a low-grade, 
chronic osteomyelitis. 

5. In certain eases of pyorrhea in which the 
disease is moderately advanced and the patient 
has a full complement of teeth, all infected, a 
tremendous area is open for absorption. A con- 
servative estimate of the area involved about 
each tooth would be from one and a half to two 
square centimetres. This, multiplied by 32 
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would give the total area open for absorption 
in such a ease. 

6. Masticatory movements cause pus to exude 
from the pyorrhea pockets into the mouth 
where it is swallowed with the food. Sore, in- 
fected dental tissues result in improper mastica- 
tion of food and thus the first stage of digestion 
goes astray. These two factors must play no 
small part in disturbing digestion and lowering 
the general resistance of an individual. 


DIAGNOSIS 


In dealing with mouth foci, the physician’s 
responsibility lies in obtaining from his or from 
the patient’s dentist an expression of opinion as 
to the infective conditions present in the mouth. 
He should realize that the dentist of to-day is 
a mouth diagnostician and is wide awake to the 
question of focal infection. He can and will 
ferret out conditions in the mouth which may 
be contributing to systemic disease and is 
capable of advising accordingly. On the other 
hand, the dentist must realize that the physician 
is much concerned with a disease which prob- 
ably has an infective causation and so must give 
a frank statement as to his findings in the mouth. 
Together they may decide whether treatment or 
eradication is advisable. 

The diagnosis of oral foci is a dental problem 
and when attempted by the physician, even with 
radiological aid, will probably be incorrect and 
incomplete as well as unethical, and is too often 
the cause of strained relations over a question 
on which there should only be the closest co- 
operation. Diagnosis of acute and chronic 
abscess and devitalized teeth with residual in- 
fection requires a knowledge of the present and 
past history of the offending tooth, a correla- 
tion of symptoms and physical signs, the appli- 
cation of certain tests, and last, and probably 
least convincing, radiological examination. The 
extent of caries present is frequenly misleading, 
and often teeth which show gross caries have 
not lost their pulp vitality and others, which on 
casual observation show no caries, yet have pro- 
gressed to the stage of pulp death and acute or 
chronie abscess. The diagnosis of pyorrhea in 
its earlier stages and in isolated locations, when 
it is quite capable of being an active focus of 
infection, requires detailed clinical dental ex- 
amination, together with a knowledge of what 
causes pyorrhea and where it is liable to be 





found. The exudation of pus and loosening of 
teeth, signs commonly looked for on medical 
examination of the mouth, are late evidences 
and seen only afte the focus has been in action 
for some time. The above problems and detailed 
examination are the every-day work of the 
dentist. 

Radiological evidence is only an aid in diag- 
nosis and is misleading without detailed clinical 
examination, supplemented by a knowledge of 
dental anatomy and pathology. The large well- 
defined areas of rarefaction at teeth apices 
which show up so obviously in roentgenograms 
are the chronic, long-standing granulomata and 
less obnoxious type of focus. The more viru- 
lent foci often show nothing more than a slight 
thickening of the peridental membrane about 
the apex. Roentgenograms of the upper teeth 
are notoriously inaccurate, and all too often do 
not project the apex of the tooth root on the 
film but rather the side. They, too, are con- 
fused by nasal and sinus shadows. Radio- 
logical examination for pyorrhea alveolaris is 
incomplete and will not show buceal and 
lingual pockets and bone loss. The internist 
who accepts a full mouth radiological examina- 
tion, without dental consultation, as evidence 
of absence of focal infection, is working in 
false security, and has a weak link in his 
diagnostic chain. 


TREATMENT VERSUS ERADICATION 


The advisability of treatment or eradication 
of the focus. is an individual problem which 
must be settled by physician and dentist in 
consultation, the physician advancing the 
gravity of the systemic condition and the den- 
tist the severity and prognosis of the local 
focus. Early or incipient cases of pyorrhea 
and certain types of abscess, or abscess of 
certain teeth, lend themselves readily to treat- 
ment and both physician and patient may be 
reassured that the focus so treated will not be 
a menace to health or contributory to systemic 
disease. Other types require unconditional and 
immediate removal. 

During the past decade tremendous advances 
have been made in the prevention and early 
correction of disease of the mouth. The results 
are only now beginning to be appreciated. 
The child of to-day, following the teachings of 
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the dental profession, stands to retain a full 
complement of non-infectious teeth to'a ripe 
age. The mouth will be under control and the 
health will not be jeopardized by oral focal 
infection. It is the case of neglect or accident 
only that runs the gamut of acute and chronic 
alveolar abscess, devitalized teeth and pyor- 
rhea with their train of systemic disease, to 
say nothing of the discomfort’ of extensive 
dental restorations. By following a program of 
prescribed mouth hygiene, periodic examina- 
tion, and treatment mouth infections are pre- 
vented or nipped in the bud. 


CONCLUSIONS 
1. The common mouth foci are acute and 


chronic alveolar abscess, devitalized teeth with 
residual infection, and pyorrhea. 

2. They contain varied bacterial forms and 
the organisms often show a selectivity for cer- 
tain tissues. 


3. Features peculiar to the dental tissues 
favour chronicity and the systemic spread of 
infection. 


4. Diagnosis and treatment are dental 


problems. 

5. Unsupported radiological examination is 
misleading and incomplete. 

6. In selected cases treatment of the foci will 
be satisfactory. 

7. Preventive dentistry has much to offer. 


THE PSYCHIATRIC PROBLEMS AND RESPONSIBILITIES OF THE 
GENERAL PRACTITIONER* 
By W. T. B. MircuHetz, M.D. 


Director, The Mental Hygiene Institute; Assistant Professor of Mental Hygiene, 
- Department of Preventive Medicine, McGill University, 


Montreal 


ECENT developments in the psychiatric field 
lead us to the uncomfortable necessity for a 
re-evaluation of certain assumptions and methods 
of medical practice. However, re-evaluation of 
scientific concepts is a characteristic of our age. 
We have all seen how radically in the field of 
physics our traditional beliefs have been changed 
through the use of more exact methods of in- 
vestigating physical phenomena. Medicine has 
been and is pretty conservative, pretty strongly 
entrenched in its traditions. Having taken a 
position and outlined an approach to the treat- 
ment of disease, it is not easy for the physician 
to accept any radical modification of the plan. 
Yet such a change is indicated in order that we 
may deal successfully with the psychiatric 
problems which we are discussing this evening. 
In the care of patients suffering from typhoid 
fever or pneumonia, the physician and the nurse 
secure their effects through occupying an auto- 
cratic, directing place in the picture. Quite 
largely our results in the care of physical illness 
are secured through managing the patient. We 
may put him to bed, we may vary his diet, we 
may give him medicinal treatment, etc. Certain 


*Read before the Lincoln County Medical Society, 
St. Catharines, Ont., April 21st, 1932. 





mental problems require the same managing 
treatment, but in a very large part the problem 
is essentially different. Through disharmony as 
a result of the warring factions within himself, 
the patient is partially or more completely out 
of control. Our task, as physicians, is in this 
situation to occupy a somewhat more passive 
role than we originally do in handling physical 
problems. Through successful guidance, through 
the increase in his own understanding and insight, 
we are trying to have the patient accomplish 
something for himself, to regain the control 
which he has more or less completely lost. We 
must help him through our guidance to accom- 
plish this thing for himself. This involves a 
rather complete departure from our usual at- 
tempts to deal with these situations. We have, 
in the past, attempted to impose our own ex- 
planations, on the assumption that the patient 
is amenable to persuasion, not realizing that the 
problem is an impulsive, emotional one, quite 
outside the patient’s conscious thinking, and so 
quite unamenable to reasoning. We have at- 
tempted to provide distraction in the way of 
trips, recreation, which measures may indeed 
help temporarily, but which do not in any 
adequate sense reach the fundamental problem 
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As I have said, it is not easy for us to accept 
even this indicated change in our approach to 
patients. After Freud received his degree in 
medicine from the University of Vienna in 1881, 
he for several years worked with Brucke in 
physiology and with Meynert in neurology. It 
seemed to this keen, young investigator quite 
hopeless that he could discover the meaning of 
behaviour responses in a neurological laboratory. 
So in 1885, when he obtained a travelling fellow- 
ship from the University of Vienna, he went to 
Charcot in Paris. Freud was impressed and 
stimulated by Charcot’s approach to hysterical 
symptoms, which, he demonstrated, could in 
certain cases be first caused and then cured by 
suggestion. On his return to Vienna after this 
period of study with Charcot, and as he reported 
to the Viennese Academy of Medicine his im- 
pressions and his own thoughts regarding the 
nature and origin of some of the symptoms of the 
neuroses, the effect was, to use the expression of 
Stephen Zweig, ‘‘like exploding a pistol in 
church.”’ He was talking about things which 
were out of line with the accepted, respectable, 
neurological approach to mental disorders and 
also he was talking in terms which were not to be 
tolerated in a polite, respectable society, as was 
and is represented by any gathering of physicians. 
In spite of the resistance to change, Freud, in his 
sincere attempts to understand the meaning of 
psychoneurotic symptoms, and in his effort to 
find a psychological method of influencing the 
course of the neuroses and the psychoneuroses, 
and other men, as Adolph Meyer, who have been 
approaching the whole problem of mental disease 
at a broad psycho-biological level, have gradu- 
ally given us the dynamic understanding of the 
human mind and of this problem of human 
behaviour in health and disease which we are 
to-day. bringing to bear on the problem of 
mental health. 

Menninger, in his ‘‘Human Mind,’ has aptly 
compared the human individual in difficulties 
with the hooked fish. When the trout is hooked 
and is no longer able to swim freely about, there 
is a terrific commotion in the pool. Sometimes, 
as a result of his fight, he succeeds in getting 
away, sometimes he succumbs. When the human 
being runs athwart some of the hazards of his 
environment we see similar upheavals. On the 
physical side of the picture we have estimated 
fairly accurately the individual’s resistance and 
we have considered carefully the hazards in his 
physical environment. We know that failure 
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occurring in the relationship of the individual 
and his physical environment may result in 
some degree of physical ill health. We have 
learned to protect him from certain failures by 
building up his resistance and by simplifying the 
environment through the control and elimination 
of some of the hazards. We have not generally 
begun to think in the same terms of mental 
upsets. We have not accepted in our practice 
the law of cause and effect as it is related to the 
behaviour of individuals. We have not accepted 
the fact that every bit of behaviour must be 
thought of as a symptom and must be explained 
for the individual in terms of the dynamic inter- 
relationship which exists between this reacting, 
psycho-biological unit, the individual, and his 
environment. We are still very apt to see, both 
in the realm of overt inconveniencing or trouble- 
some behaviour and in the mental symptoms of 
a psychoneurotic character, only the upheaval, 
without making any intelligent attempt to deal 
with the underlying situation in any complete, 
scientific fashion. How often have you sent a 
patient to hospital for investigation in the face of 
definite syndrome of physical symptoms, such as 
abdominal pain, fatigue, dizziness, etc., only to 
have the hospital report at the end of the observa- 
tion period that the findings are negative—that 
there is no evidence of underlying physical 
disorder—that, in the opinion of the examining 
staff, this patient has a neurosis and his 
discharge from hospital is recommended. 

How far have we as physicians learned to look 
upon overt, anti-social behaviour in school 
children, as manifested by such character traits 
as stealing, incorrigibility, etc., or evidences of 
unsatisfactory socialization, manifested by with- 
drawn tendencies, as a part of our responsibility, 
as an explanation of an unwholesome develop- 
ment in the individual personality? Do we look 
upon this inconveniencing, troublesome _ be- 
haviour as something which must be stamped out 
through repressive measures, through stamping 
on the individual, or are we able to look upon 
these symptoms in exactly the same fashion as 
we look upon symptoms of physical ill health 
and direct the treatment of the patient in terms 
of the underlying difficulties? Our attitude to 
the behaviour of individuals is still very strongly 
inflenced by the doctrine of original sin which 
characterized the attitude of society to the indi- 
vidual in the 17th and the 18th centuries, and 
also by our rather fatalistic acceptance of heredity 
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as a determiner of constitutions predestined to 
failure. 

Let us turn for the moment from some of 
these general considerations to a survey of our 
present concepts in the field of psychiatry. Since 
the turn of the century there has been a tre- 
mendous breaking down of the circumscribed 
limitations of this field. We know more about 
the individual, his mental growth processes, the 
meaning of mental disease, and the treatment of 
mental disease than we ever did before. The 
progress in this field in the past twenty years 
has been impressive, and the prospects for the 
next quarter century are that this effort for the 
promotion and preservation of: mental health for 
individuals will constitute one of the great 
developments in the field of medical effort. 

We can no longer think of two groups of indi- 
viduals, those who are mentally healthy and 
those who are mentally diseased; we have to 
think of all the gradations which lie between 
these extremes. We recognize in ourselves and 
in our own family situations that we, as indi- 
viduals, are far from ideally adjusted. We see 
about us persons carrying on with their daily 
work, it is true, but beset by jealousies, suspicions, 
determination to dominate other people, and we 
realize something of what these manifestations 
mean in terms of their individual mental health. 
We realize also that mental health may be 
attained only in terms of the growth process and 
that probably our most important effort must be 
directed to ensuring through the application of 
mental health principles, as far as it may be 
possible, healthy mental growth for the develop- 
ing individual. 

We can think of mental disordeis as being 
capable of classification under three major re- 
action types: organic; toxic; functional or psycho- 
genetic. The organic and toxic reaction types 
contain many practical problems of immense 
interest to both the practitioner and the psychia- 
trist, but since the determining elements in the 
development of such mental illnesses are physical 
factors which must be provided for and treated 
as are the other physical hazards in the 
individual’s environment, we shall not discuss 
them ‘particularly now. 

It is in the third group that I should particu- 
larly like to interest you, namely, the functional 
or psychogenetic reaction type, a tremendously 
large group of mental disorders, where the im- 
portant determining factor appears to be ‘‘mental 
conflict.” This functional reaction type in- 
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cludes the very large group of frankly psycho- 
neurotic patients, with whom you are constantly 
dealing in your offices, and also the two large 
psychotic groups—the dementia precox or schizo- 
phrenic and the manic-depressive groups. 

Mental conflict is always an intra-psychic 
process. It represents a disharmony within the 
personality of the individual. It has its origin, 
however, partly, at least, in the inter-relation- 
ship between the individual and his social 
environment. Growing up in a social environ- 
ment demands the socialization or modification 
of the original or primitive tendencies of the 
individual. The demands of society entail a 
continuous repressive process. The child gradu- 
ally learns to modify his primitive, aggressive 
tendencies, to accept a postponement of the 
pleasure or satisfaction of the moment for a 
more distant satisfaction; that is, he learns to 
tolerate comfortably the thwarting which is 
imposed as a result of living in a complex social 
environment. He learns to accept reality as he 
sees it about him and as he finds it in himself, 
provided we give him the opportunity to learn 
these lessons in a healthy fashion. Frequently, 
we adults are in such haste to have this social- 
ization process proceed rapidly that, through our 
interference, we do not give the child the oppor- 
tunity to live out his interests and learn his 
social lesson, and through our impatience, this 
repressive experience proceeds in an unhealthy 
fashion. Unsatisfied interests are repressed in 
such a way that they represent unassimilated, 
foreign bodies in that part of the individual’s 
mind which we think of as the unconscious. 

Mental symptoms in adults have been referred 
to as representing ‘“‘unfinished business of child- 
hood.” As far as possible every child should 
grow up in an atmosphere in which he has a 
sense of security, and with sufficient freedom that 
he may experiment and give expression to his 
interests and so learn gradually to accept the 
thwarting imposed by social conventions. The 
neurotic individual can always be described as a 
thwarted individual. We all are thwarted, but 
the neurotic is conscious constantly of an under- 
lying dissatisfaction. Certain phases of reality 
have become for him unacceptable and so in- 
tolerable. 

There are two primary instincts, which we may 
describe as the ego or self-preservative instinct 
and the libido or race-preservative instinct; the 
development and modification of each play a 
tremendously important part in the development 
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of healthy and unhealthy personalities. The 
building up of the ego, in the sense of the indi- 
vidual’s increasing feeling of self-confidence and 
adequacy, giving to him the opportunity to 
develop his assets and to learn new skills in such 
a way that he will be able to associate confidently 
with his fellows, is tremendously important. At 
the same time, we must provide for his conscious- 
ness with reference to his sex interests in such a 
way that there will be no thwarting of this 
consciousness through a sense of shame or guilt. 
We have succeeded, through our conventional 
attitude, in introducing for the individual, a 
great deal of misunderstanding around this 
question of his own sex feelings and sex drives. 
We have succeeded, on the basis of these same 
conventional attitudes, in building up a set of 
ideal standards which are hopelessly out of line 
with reality as it is represented in his instinctive 
life. The individual at the period of puberty 
becomes for the first time in his existence com- 
pletely self-conscious. The new element which 


in added in this period of maturation to complete 
the individual’s self-consciousness, is the new 
complete sex-consciousness, which accompanies 
all of the new and disturbing feelings of puberty. 


The individual now, on the basis of the attitudes 
or ideal standards which have been built up 
towards sex in the pre-adolescent years, may find 
this new set of interests quite unacceptable. 
Under these circumstances the retaining of these 
interests in consciousness produces a continuous 
conflict. On the other hand, experience shows 
us that the individual cannot safely repress these 
interests out of consciousness. Such repressed 
instinctive interests are not out.of the picture— 
they are present in an active, eruptive fashion, 
and a constant struggle is taking place between 
the conscious ideals and this repressed aspect of 
personality. 

In the psychoneurotic we find developed all 


To Procure SLEEP.—‘‘Gentle rubbing of the feet 
with oil, patting of the head, and particularly stroking 
the temples and ears is an effectual means; for by the 
stroking of their ears and temples wild beasts are over- 
come, so as to cease from their anger and fury. But 
whatever is familiar to anyone is to him provocative of 
sleep. Thus, to the sailor, repose in a boat, and being 
carried about on the sea, the sound of the beach, the 


murmur of the waves, and the scent of the sea and the , 


ship; to the musician the accustomed notes of his flute 
in stillness, or playing on the harp or lyre, or the 
exercise of musical children with song; to a teacher, 
intercourse with the tattle of children. Different 
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sorts of substitute symptoms which take the 
form of fears, compulsions, indecisions in the 
small choices of every day life, or may be mani- 
fested in a gross physical symptom, or multiple 
physical symptoms, such as, fatigue, dizziness, 
headaches, etc. These represent abnormal ways 
of satisfying the repressed interest. The neurotic 
clings to his symptoms, since they are protective; 
they are protecting him from the facing of a phase 
of reality which is unacceptable to his conscious 
ego. Apparently, the difference between a neu- 
rotic and a psychotic patient is the extent to 
which this unconscious material is under control. 
If an individual has succeeded, on the basis of 
his experiences, in building up a strong ego-sense, 
the probabilities are that he will develop in the 
face of conflict a psychoneurotic rather than a 
psychotic development. On the other hand, 
for the individual who has grown up with a 
constant sense of inferiority, or with what we 
might think of as a weak ego, the conflict is much 
more likely to result in a serious psychotic 
development. 

Successful psychotherapeutic and mental hy- 
giene efforts must be based on an increasing 
understanding of fundamental psychodynamic 
and mental growth processes, just as physical 
medicine has founded its therapeutic and pre- 
ventive measures on an understanding of physio- 
logical and biological principles. The physician 
has a responsibility and a grand opportunity to 
establish for himself an additional very satis- 
factory outlet for his efforts and a very much 
enlarged plan of usefulness in his community. 
He must, however, be willing to open the door to 
such information as is now available, in order 
that he may include in his scientific thinking, 
problems of individual behaviour, personality 
growth, an understanding of mental mechanisms. 
These must become as familiar in his thinking 
as is his understanding of physical processes. 


persons are lulled to sleep by different means.’’— 
Aretaeus of Cappadocia. 


The power of the human heart as a pump is 
marvellous. If the output of the hearts of the in- 
habitants of the United States were combined, the total 
energy would approximate 70,000 horse power, deliver- 
ing each day nearly the equivalent of the flow of the 
Niagara River. The output of the human heart as an 
electrical generator is, however, exceedingly small. If 
the maximum of the mean electrical power of the heart 
should be applied for lighting purposes it would be 
capable of giving only a one second illumination of a 
small flashlight bulb once in a thousand years. 
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PRIMARY CARCINOMA OF THE LIVER IN INFANTS AND YOUNG CHILDREN* 


By Geo. R. Pirie, M.B., F.R.C.P. (Lonp.), 


Toronto 


PRIMARY carcinoma is of such rare occur- 

rence in infants and young children, that it 
was thought a report of three cases admitted 
to the Hospital for Sick Children, Toronto, 
within the past few months, might be of interest. 


CASE 1 


J. S., male, born in May, 1930. His weight was 5 
pounds at three weeks. He was presented for examina- 
tion on January 25, 1931, at the age of 8 months. The 
complaint of the mother was only in relation to unusual 
feeding difficulties from birth. He had intermittent 
diarrhea and never passed a longer period than 48 hours 
without vomiting. The vomiting occurred anywhere 
from 15 to 90 minutes after feeding and was frequently 
projectile in character. The total gain in weight in & 
months was three pounds. The mother thought he had 
had a great deal of colic and stated that the abdomen 
had been big from birth. 

Examination.—The patient was a very poorly nour- 
ished, marantic infant, very pale, but apparently not in 
distress. The abdomen was markedly distended, and its 
wall moved well with respiration. The veins in the 
abdominal and chest wall were distended. The umbilicus 
pouted. There was a large, movable, smooth, firm, 
almost elastic mass, with rounded and smooth edges, 
filling practically the whole right side of the abdomen. 
It seemed continuous with the liver, though the liver 
margin could be palpated. It did not fill the costo- 
vertebral angle. The spleen was palpable.. No other 
masses in the abdomen could be palpated. Fluoroscopic 
examination confirmed these observations, and showed 
some movement of the mass with respiration. The baby 
died within 24 hours of admission, before other investiga- 
tion could be made. 

The autopsy was performed by Dr. I. H. Erb, the 
‘hospital pathologist. A synopsis of his report is as 
follows :— 

There was a very large mass, continuous with the 
liver, filling the whole right half of the abdominal 
cavity. There was no ascites. The tumour with the 
liver weighed 550 grm. Cut section of the tumour 
showed a gradual transition from normal liver tissue 
above to tumour mass below, no sharp line of demarca- 
tion being visible. Microscopic section showed the 
tumour to consist essentially of large polyhedral to 
spherical cells, the arrangement of which resembled 
liver tissue. Numerous mitotic figures were observed. 
Diagnosis—primary carcinoma of the liver. 


CASE 2 


W. M., male, born August, 1930, was admitted to the 
hospital on March 27, 1931 at the age of 8 months. The 
child was presented for examination because of the size 
of the abdomen, which had been increasing since birth. 
The mother stated she felt a firm mass in the abdomen. 
While there were no particular feeding difficulties and 
the child throve well, there was frequent vomiting, pro- 
jectile in character. 

Examination—The patient was a well developed, 


* Read at the ninth annual meeting of the Canadian 
Society for the Study of Diseases of Children, Lucerne- 
in-Quebec, June 6, 1931. 





well nourished male infant, apparently without distress 
and not acutely ill. The veins of the abdominal and 
chest wall were distended. The abdomen itself was 
markedly distended but not by gas. The edge of the 
liver, in the right nipple line, was 5 finger-breadths 
below the costal margin. It was smooth and firm, almost 
elastic. No other masses were palpated. There was no 
fullness of the costo-vertebral angle. 

X-ray examination.—All the upper part of the 
abdomen was very dense except in the stomach region. 
This suggested a greatly enlarged liver or a large tumour 
in the right kidney region. 

The Wassermann test was negative. 

The abdomen was opened and a large mass found, 
intimately connected with the liver. Some of the tissuc 
was obtained for pathological examination. Dr. Er) 


‘reported the tissue to be carcinoma of the liver. The 


child died within 24 hours. 

At autopsy, the pathological findings were practical- 
ly the same as in Case 1. 

(This case is reported through the courtesy of 
Dr. Roy Simpson.) 


CASE 3 


This was a girl of 11 years admitted to the hos- 
pital on September 19, 1930. She gave a history of 
intermittent colicky pains for the previous four days. 
For the first three days the pain was. generalized with 
no nausea or vomiting. The day before admission, the 
pain was more severe, was localized to the right side of 
the abdomen, and there was some nausea and vomiting. 
There were free bowel movements following the exhibi- 
tion of salts and Seidlitz powders. 

Examination.—Temperature 99 2/5° F.; pulse, 100; 
respirations, 28; white blood cells, 10,500. The patient 
was a well developed, well nourished girl who did not 
appear acutely ill. The lips were dry, the tongue 
coated, the abdomen not distended. There was moderate 
tenderness over the whole abdomen, but severe tenderness 
high in the middle of the right lower quadrant. No 
masses were palpated, though there was a sensation of 
fullness high in the right lower quadrant. The liver ard 
spleen could not be palpated. 

Exploratory laparotomy through a .McBurney ia- 
cision was performed. An apparently normal appendix 
was removed. Further examination revealed a mass on 
the right lateral wall of the middle quadrant, apparent- 
ly attached to the bowel. It was the size of a child’s 
fist, and lay well up beneath the liver. It was friable, 
of medium consistency, and red in colour. A small 
glend, adjacent in the mesentery was removed for ex- 
amination. Cystoscopic examination was negative. 

Dr. Erb’s report on the examination of the gland 
is, in brief:— 

Towards one side of the gland, otherwise normal, 
is an invasion of large polyhedral pale-staining cells, 
with relatively large, round, or slightly oval vesicular 
nuclei. These cells are arranged in small groups or 
cords, separated by delicate connective-tissue stroma, 
which is scantily infiltrated with lymphocytes. When 
stained with Scarlet Red these cells show droplets of fat 
in the cytoplasm. In this area can be seen quite a large 
number of mitotic figures. There is obviously a malig- 
nant growth invading the gland. The character of the 
cells suggests that th2y arise from suprarenal tissue 
and that the growth is of the nature of malignant hyper- 
nephroma. 
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Before the child left the hospital this mass had so 
increased in size as to be readily palpable through the 
abdominal wall. Further operation for the complete 
removal of the tumour was refused. For two months 
the child was apparently well, and had no unpleasant 
symptoms of any kind. The following three weeks there 
were occasional attacks of mild abdominal pain. She 
was readmitted on January 27, 1931, for the removal of 
the tumour. 

On examination the abdomen was soft. The spleen 
could not be felt. There was a mass in the right upper 
quadrant of the abdomen, extending from the right 
flank to the midline and down to the umbilicus. The 
mass was firm, not fully movable, tender, but much more 
so in the costo-vertebral angle. 

Under spinal anesthesia, with some assistance from 
gas and oxygen, the abdomen was opened. The right 
kidney was found to be normal and not connected with 
the tumour, which was definitely attached in a rather 
pedunculated fashion to the under surface of the liver. 
It was dissected from the liver, the cut surface of which 
was closed with chromic catgut. The child made an 
uneventful recovery and was discharged on February 
25, 1931. 

The report of Dr. Erb on the tumour is in brief:— 

Macroscopically, it is a firm irregularly nodular 
tumour, spherical in shape, weighing 220 grm. On its 
upper aspect is an elliptical patch of liver tissue—the 
site of its attachment to the liver. It appears to be 
pretty well enclosed in a fibrous capsule. 

The cut surface confirms the lobular character, there 
being between the lobules bands of pearly white con- 
nective-tissue. Microscopically, the material consists 
essentially of polyhedral to spherical cells, growing 
in cords and large masses, separated by connective- 
tissue stroma. The general arrangement strongly re- 
sembles that of the liver. In some areas the structure is 
definitely adenomatous. Mitotic figures are seen. Diag- 
nosis—Carcinoma of the liver. 

Since this report was completed this patient was 
seen again. She was quite well and happy, and entirely 
free from any unpleasant symptoms of any kind. The 
bowel movements were normal in character and occurred 
regularly. There was no abdominal pain nor nausea. 
The abdomen, though slightly distended, was easily 
palpable. The liver and spleen margins could not be 
felt, there was no evidence of any mass in the ab- 
dominal cavity. 

(This case is included in the series through the 
courtesy of Dr. D. E. Robertson.) 










































































































































































































































































This case resembles one of Castle’s. But 
following operation, about two weeks later, the 
child died of some intercurrent infection. 
While it is too early to be very optimistic, this 
is the first reported case in which a child with 
primary carcinoma of the liver has lived so 
long following operation. 

Primary carcinoma of the liver at any age 
is a very unusual condition; in infants and 
young children it is of very rare ocurrence. 

Phillips (1907) reported 29 cases collected 
from the literature, some of which he regarded 
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as doubtful. Castle (1914) collected 13 ad- 
ditional cases increasing the number to 42. A 
ease reported by Wolstein and Mixwell, in 
1919, and one by Kilfoy and Terry in June, 
1929, brings the total to 44. Of the cases 
reported, in only two instances was more than 
one case by: the same author. Karsner in 1911 
reported 2 cases. In Japan Miwi and Utsumi re- 
ported 2 cases in 1910. In 1912, two more 
cases were reported by Miwi and Saito. There- 
fore the occurrence of these 3 cases in the 
Hospital for Sick Children within the past few 
months is unique. 


Eggle has classified, pathologically, this con- 
dition into three main groups :— 

1. The nodular form;—where the tumour 
mass looks like the liver occupied by meta- 


static growths, usually clearly separated from 
the liver. 


2. The massive form ;—where the whole or 
greater part of a lobe is replaced by an ill- 
defined malignant mass. 

3. The diffuse form ;—where the whole liver 
seems to be infiltrated by numerous small 
tumour nodules, separated by dense connective- 
tissue. 

Of our cases the first and second belong to 
the massive form. The third is not definitely 
of any of these, in that while definitely malig- 
nant in structure, it was more pedunculated, 
growing from the under surface of the liver. 

Microscopically, there are two main types— 
adenocarcinoma and carcinoma simplex. Case 
number 3 belongs to the former and 1 and 2 
to the latter. 

The following is a summary of the cases 
reported, including the 3 herein described ;— 


Age No. 
Under 1 year oicieis secs 14 
E—@ FOR ssi decveess 9 
Ca: Vem 8 
BO 9G i ew aes 14 
Age not specified .......... 2 
47 


Sex incidence.—Males, 21; females, 17; not 
specified, 9. 
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XEROPHTHALMIA 


(WITH THE REPoRT oF A CASE) 


By P. N. MacDermor, M.D., C.M. ann R. R. Srrutuers, B.A., M.D., C.M., 


Montreal 


CASES of deficiency disease in childhood are 
commonly seen and recognized as scurvy and 
rickets, but infants suffering from lack of the 
fat-soluble vitamin A, recognizable as xeroph- 
thalmia, are of sufficient rarity in Montreal to 
warrant the reporting of the following case. 
Xerophthalmia, Brazilian ophthalmia, xerosis 
triangularis, are some of the terms applied to 
one of the signs of a nutritional disturbance due 
to the absence from our food of the so-called 
fat-soluble vitamin A. The terms are simply 
descriptive of one of the later manifestations 
of a disease which is better placed under the 
head of vitamin A deficiency. The disease as 
it is understood to-day occurs chiefly in children. 
The older literature on the subject is, per- 
haps happily, not voluminous. The first deserip- 
tion is attributed to Schmidt in Germany in 
1803. Taylor? in 1854, described three cases 
of xerophthalmia. Subsequently he added to 
this list. All Taylor’s cases occurred in adults 
and he understood it to be a disease of adults. 
This fact alone lends weight to the suspicion 
that he was not dealing with cases of xeroph- 
thalmia, as it is thought of to-day. Later 
Weeks” reported a number of cases and sum- 
marized the literature. H. de Gounea reported 
many cases among the negro slave children of 
Brazil, towards the end of the 19th Century. 
Osborne and Mendel’ and McCollum and Davis‘ 
demonstrated the condition in experimental 
animals and established the etiological factor. 
Bloch,® of Copenhagen, has contributed many 
reports since 1912 on the clinical aspects of the 
disease. The pathological changes have been 
carefully followed in animals by Wolbach and 
Howe.® 
The theories as to the cause of xerophthalmia 
have been numerous in the past, and, while in 
the light of modern knowledge no longer tenable, 
are of historical interest. Xerosis of the eye 
on the basis of infection was the earliest belief 
and was long maintained. Many writers, on 
the other hand, held that the primary lesion was 





suppression of the seeretions of the lacrimal 
gland. Graefe considered that the eye changes 
were secondary to an encephalitis and in this 
he was supported by Virchow. Towards the end 
of the last century, however, stress came to be 
laid on disturbance of the general nutrition as 
the primary and main factor, and there it has 
remained. Spencer’ reported seventeen cases 
in the industrial areas in England during the 
past year. The largest and most thoroughly 
studied series of cases, however, is to be found 
in Bloch’s® writings. Bloch’s evidence points to 
a considerably greater frequency of the dis- 
ease, at least in Denmark, than was previously 
supposed ; on this side of the Atlantic reported 
cases are few and far between. The number of 
eases which do not reach the stage at which 
changes occur in the eye is another question 
and one which cannot be discussed here. 

The history leading up to the symptoms is 
important. Children may be found to be get- 
ting food quite innocent of vitamin A, or they 
may be getting negligible quantities of this 
factor. The disease is seen most frequently 
during the first years of life and develops most 
frequently during the spring of the year, that 
is to say, during the age period and season of 
most rapid growth. The first signs of insuffi- 
ciency of the A factor are failure to grow and 
failure to gain in weight. These are followed 
by loss of weight and an apparently undue 
susceptibility on the part of the patient to 
infections chiefly affecting the respiratory tract. 
The eye changes come later and are often pre- 
eeded or accompanied by night-blindness. If 
untreated the condition may progress rapidly. 
The conjunctive become dry and shrunken, 
and yellowish white spots, having the appear- 
ance of wax, appear in the conjunctive. The 
xerosis spreads to the cornea which becomes 
dull and hazy. Finally necrosis and ulceration 
develop, followed inevitably by blindness. In- 


fection is usually present in these later stages, 
but it is a striking feature of the disease 
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that the earlier eye changes are unaccompanied 
by photophobia or increased lacrimation. 

The pathological changes following upon the 
continued deprivation of vitamin A have been 
carefully studied in animals. In human beings 
the sequence of events and the actual tissue 
changes have been observed only occasionally, 
due, of course, to lack of material. However, 
a carefully performed autopsy by Wilson and 
Dubois* demonstrated changes which parallel 
those found in experimental animals. Tyson 
and Smyth® autopsied animals dead of the 
disease and noted a widespread involvement 
of the epithelial structures. The changes are 
those of hyperplasia and metaplasia. Infection 
is an invariable accompaniment according to 
these writers. Wolbach and Howe have eare- 
fully investigated the changes in rats. They lay 
stress on the factor of infection. ‘‘The 
specific pathology is a widespread keratiniza- 
tion,’’ and the sequence of events is given in 
the following order: involvement of the respira- 
tory mucosa, nares, trachea and bronchi; later, 
of the salivary glands, eye, genito-urinary 
tract, paraocular glands and pancreas. The 
normal epithelium is replaced by keratinizing 
epithelium. The process is focal in origin and 
does not start on an inflammatory basis. 


The treatment is general and local, the former 
being essential. By general treatment is meant 
for the most part the administration of food 
rich in the ‘‘A’’ factor. Milk, butter-fat, cod 
liver oil, ete., contain this factor in considerable 
and varying amounts. Bloch regards cod liver 
oil as specific for this condition and has found 
it more satisfactory than either fresh milk or 
butter-fat. Vitamin A, it is well to remember, 
is remarkable for its resistance to heat but not 
to oxidation. It will persist in milk which has 
been boiled for not more than the short time 
customary in the preparation of infants feed- 
ings.’° 

The present economic distress has apparently, 
in certain cases, so markedly reduced the stand- 
ard of living in certain sections of the popula- 
tion that unusual dietary deficiencies may be- 
come more common. The family of the patient 
here reported on consisted of the parents and 
four children subsisting on an income of $14.00 
_ a week, achieved at irregular intervals, living 
some forty minutes’ ecar-ride from the nearest 
baby clinic, having been practically without 
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money for months and unable to pay the neces- 
sary car-fare to a clinic. ‘The family is English- 
speaking, Canadian born and intelligent, but 
poor. 


CASE REPORT 


Baby D. M., a male child, whose birth history and 
family history were irrelevant, aged 544 months, was ad- 
mitted to the Montreal General Hospital on September 
14, 1931, because of sore eyes for one month past, poor 
appetite, and occasional vomiting. His feeding history 
showed that he had never been breast-fed but from 
birth was given dilutions of sweetened condensed milk. 
He had gained satisfactorily for the first two months of 
life, but at the age of two months suffered a digestive 
upset associated with vomiting and loss of appetite. For 
this reason the milk formula was discontinued and the 
child was given a decoction of barley gruel, and for 
the four months previous to admission to the hospital 
no other form of nourishment was given. The history 
states that he had never had orange juice or cod liver 
oil prior to admission and for the four months pre- 
vious to admission had received only barley gruel. 
At three months he weighed 12 lbs.; at five months his 
weight was not known but he was only just able to sit up. 

The history of the present illness showed that for a 
month previously he had had sore eyes, with reddening 
of the lids and conjunctive and a slight serous dis- 
charge, very marked photophobia and blepharospasm, 
and marked loss of appetite. 

On admission to the hospital he was markedly pale, 
pasty, very restless, and constantly crying. The eyelids 
were kept tightly closed, and there was a seropurulent 
discharge from between the eyelids. On forcing the lids 
open a slightly blood-tinged discharge appeared and 
the reddened conjunctive presented; the cornea were in- 
tensely cloudy and covered with a dirty, greyish secretion, 
which could be removed with difficulty. The right 
cornea appeared to have perforated, allowing vitreous 
to escape. The remainder of the physical examination 
showed costo-chondral beading, which was recognized as 
being scorbutic rather than rachitic; very slight 
epiphyseal enlargement of the wrists; no paralysis; no 
bleeding from the gums and no infection other than 
that present in the eyes. There was, however, quite 
marked edema of the dorsum of the feet. 

Laboratory reports showed red cells 3,300,000; 
hemoglobin 55 per cent; white cells 19,200. The blood 
Wassermann test was negative. Blood phosphorus 1.76 
mgrm.; serum calcium 10.46 mgrm.; total serum protein 
4.71; albumin-globulin ratio normal. Examination of 
the stool showed blood, both grossly and by chemical 
examination. 

X-ray examination of the epiphyses showed slight 
accentuation of the periphery of the epiphyseal centres, 
which may be evidence of scurvy; no evidence of sub- 
periosteal hemorrhage; no evidence of rickets. The 
centres of ossification in the wrists show only one on 
each side, which are under-developed, though at the costal 
cartilage junctions there was seen some bone prolifera- 
tion. X-ray examination of the chest showed no 
abnormality of the lungs. Special examination by the 
ophthalmologist, Dr. Mathewson, showed that both 
cornee were irreparably damaged from xerosis and ulcer. 

While under observation in the hospital the child 
developed several infections, which, according to Bloch 
are also evidences of vitamin A deficiency. Pyelitis 
occurred one week after admission and continued for 
two weeks, associated with a sharp rise in temperature 
and much pus in the urine. Purulent otitis media was 
noted and treated by paracentesis two weeks after 
admission, subsiding at the end of ten days. The spinal 
fluid showed no increase in globulin, no increase in cells, 
and was negative on culture. 

The child remained in hospital for six weeks, was 
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discharged with healing ulcers in the eyes, having gained 
in weight from 10 lbs. 12 oz. to 12 Ibs. 8 oz. He had 
improved in colour, taking his feedings well, and, aside 
from the eyes, showed no evidence of infection. The 
treatment consisted of whole lactic acid milk feedings 
with added carbohydrate, cereal, orange juice, cod liver 
oil with viosterol (10D), a drachm three times a day, 
and the contents of one capsule of vitamin A concentrate 
(alphamettes) in each feeding. 

Since discharge from the hospital both eyes have had 
to be removed because of their destruction by the in- 
fective process, which caused panophthalmia. No sections 
were obtained for microscopic examination from the first. 
A report on the sections of the second eye will be pre- 
sented at a later date by Dr. 8S. H. McKee. Otherwise 
the child has remained in comparatively good health, has 
gained in weight, and when last seen showed no evidence 
of rickets or scurvy. 


SUMMARY 


A report is presented of a type of vitamin 
deficiency unusual in Montreal. The records at 
the Montreal General Hospital contain no other 


MacKenziE: H4&MATURIA 


405 





reported: case. The case presented showed 
evidence of multiple avitaminosis—(a) vitamin 
A as shown by xerophthalmia, which, as 
Bloch has shown, bears no relation to depriva- 
tion of vitamin D; (b) vitamin C as shown 
by the x-ray evidence of scurvy; (¢) vitamin 
D as shown by the chemical evidence of 
lowered phosphorus values in the blood. 
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HAMATURIA* 


By Davin W. MacKenzie, 
Montreal 


H2MATURIA, or blood in the urine, is a 

very definite symptom and may be due to 
a great variety of surgical conditions. We have 
confined our list more especially to those patients 
who report to the doctor that when they pass 
water, even without any pain, it is red; they 
become alarmed and therefore come seeking 
advice. On taking a careful history it is fre- 
quently possible to find other accompanying 
symptoms besides that of bleeding, but in many 
instances it is the bleeding which finally brings 
the patient to the doctor. What are we going 
to do under these circumstances and what may 
such bleeding mean? Blood in the urine is not 
a clinical entity which requires treatment; it is 
a symptom that demands investigation. When 
the bleeding stops, as it generally does, the 
patient unfortunately thinks that his trouble is 
over. The fact is, however, that, while the 
bleeding disappears, the serious condition which 
caused the bleeding still persists and its develop- 
ment continues even more rapidly during the 
silent period. Hematuria is practically always 
intermittent in character, and this perhaps is the 
real cause of the casual treatment. During the 

*Read before the Montreal 
Society, March, 1932. A review of 2,240 cases of gross 
hematuria admitted to the Department of Urology, 


Royal Victoria Hospital, Montreal, from March Ist, 191°, 
to March Ist, 1932. 


Medico-Chirurgical | 


free interval, while the patient is apparently in 
perfect health, it is perhaps not surprising that 


TABLE I. 
KIDNEY 


Number Number 


Surgical Condition of cases with Per cent 
admitted hematuria 
Injury of kidney......... 46 38 82.60 
Inflammation (colon, staph.) 2,865 373 13.01 
Inflammation (tuberculosis) 334 200 59.88 
Foreign bodies (calculi)... 541 168 31.05 
New growths (benign and 
malignant).......... 66 67 .34 
Congenital anomalies... .. 42 16 38 .09 
Cystic kidneys........... 41 11 26.82 
Acute and chronic nephritis 222 55 24.77 
Ws cheba 4,189 927 
TABLE II. 
URETER 
Number Number 
Surgical condition of cases with Per cent 
admitted hematuria 
Foreign bodies (calculi). 673 266 or 39.52 
Strictures (congenital 
and inflammatory). 6 4 “66.66 
Congenital anomalies 
(double ureters). . . 17 3 “17.64 
New growths (carci- 
De as esas 2 1 50.00 
osc Secu 698 274 . 
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both the patient and the physician should 
minimize the importance of this danger signal. 
Of 11,055 admissions to the Department of 
Urology from March Ist, 1928, to March Ist, 
1932, 2,240 came to the service complaining of 


TABLE III. 
BLADDER 
Number Number 
Surgical condition _ of cases with Per cent 
admitted hematuria 
Injury of bladder...... 13 10 or 76.92 
Inflammations, includ - 
ing tuberculosis... 410 95 “2 oe 
BOPPOROUIIO. 5 ose.s soe cis 210 8 - 3.80 
Fistule (entero-vesical, 
uracho-vesical, and 
recto-vesical)..... 28 4 “614.28 
Foreign bodies........ 305 “30.16 
(a) Vesical caleuli.. 87 
re 5 
New growths......... 407 “ 62.62 
(a) Benign........ 59 
(b) Malignant..... 196 
Cord bladder......... 7 : ‘¢ 628.87 
Re So.ck o acksw 488 1,380 466 







TABLE IV. 
PROSTATE 


Number Number 


Surgical condition of cases with Per cent 
admitted hematuria 
a sre sn ne 33 28 or 84.84 
Acute prostatitis ...... 182 42 “23.07 
Prostatic abscess ...... 146 8 “5.48 
Chronic prostatitis (in- 

(cluding tuberculosis) 472 84 © “50790 
Foreign bodies (calculi). 35 5 “14.28 
Prestatm..:... 3.35. 1,638 179 “~ 10:92 
New growths (malignant) 259 41 *. 28 
Slough of prostatic bed 

(post-prostatec tomy). 14 14 ** 100.00 
2,779 401 


CAUSES OF SUDDEN DeaTH.—S. Sheldon reviews 
some causes of sudden and uncertified deaths. Any 
injury of sufficient degree to the circulatory, respiratory, 
or nervous systems brings about somatic death. The 
commonest cause of sudden death, apart from injury, is 
heart disease, and of these cardiac conditions coronary 
disease, with its consequences, is by far the most fre- 
quent. The coronaries are not truly end arteries; they 
do anastomose, and lately it has been stated that this 
anastomosis increases with each decade of life. Valvu- 
lar disease is not such a common cause of sudden death 
as might be expected, but aortic disease claims a good 
number. A dissecting aneurysm is more frequent than 
rupture of a fusiform aneurysm; it often arises from 
ulceration of the intima and media without any actual 
swelling of the aorta. In Sheldon’s experience cases of 
death caused by air embolisin have all been associated 
with the pregnant uterus. There was always a separa- 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Oct. 1932 





TABLE V. 
URETHRA 
Number Number 
Surgical condition of cases with Per cent 
admitted hematuria 
Injury of urethra...... 15 13 or 86.60 
Inflammations........ 191 43 “ 22.01 
NOES gcd sc ace 295 40 “ 13.56 
Foreign bodies (calculi). 20 3 “15.00 
New growths: 
(a) Caruncle...... 124 23 “ 18.54 
(b) Carcinoma.... 4 2 “50.00 
ss <eceess 649 124 
TABLE VI. 


Of the 2,240 patients with gross hematuria, admitted, 
the source of bleeding was:— 


Per cent 
SN 5h eSicaun 927 or 41.38 
RUMORED 0d sack tenho 274 . 12:23 
Oo 0 a 466 ee 20.80 
Prostate..........3 401 & 17.90 
Usethra..........3 124 5.53 


2.14 


having passed bloody urine (20.24 per cent). 
These may be tabulated as above 

On analyzing these cases it will be observed 
that by far the greater proportion of the gross 
hematurias are due to the more serious surgical 
conditions of the urinary tract—surgical infec- 
tions, renal tuberculosis, tumours and calculi. 
In plain terms, of the 2,240 cases treated approxi- 
mately 75 per cent were due to these grave 
conditions. Surely this cannot fail to impress 
us with the fact that red blood cells have no 
place in normal urine, and that they are caused 
by some pathological condition which it is our 
duty to discover. 





tion of the placenta, and the ammion remained intact. 
invariably the heart was found distended, with frothy 
blood exuding; air bubbles could usually be distinctly 
seen and propelled along the vena cava. Although in 
cerebral hemorrhage the common situation was rupture 
into the posterior part of the cerebral hemisphere, cases 
had oceurred particularly in young women, in the 
anterior lobes. The author’s opinion is that rupture 
takes place without any reference to actual exertion. 
Although he proffers no explanation as to what the 
condition is, the author affirms his unshaken belief in 
the condition of status lymphaticus as a definite cause 
of death. Phosphorus and lysol poisoning are, he finds, 
less frequent than formerly, but strychnine and carbon 
monoxide are still popular, as are also the newer 
synthetic narcotics, whether taken by accident or design. 
—(Med. J. of Australia, February 20, 1932, p. 252, 
abs. in Brit. M. J.) 
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SIGHT-SAVING CLASSES IN TORONTO* 


By F. A. AyLEswortH, M.D., C.M., 


Toronto 


SIGHT-SAVING class is a special class 

maintained to educate pupils whose sight 
does not permit them to do the work of the 
regular grades, or who attempt it only at the 
expense of their already limited vision. ‘‘The 
class has three definite purposes: first, to in- 
struct the pupils with the minimum of eye- 
strain; second, to teach them to conserve the 
vision they possess; and third, to provide such 
vocational guidance and, if necessary, vocational 
training as will enable them to fill the most 
useful places in the community their powers will 
permit.’ ” 

In the schools there are a considerable number 
of children who are not blind nor ever likely to 
become blind, but yet cannot get on in the ordi- 
nary class, and whose already weak vision may 
be damaged in the school work. ‘‘Children 
with diminished visual acuity are seen in cases 
with corneal opacities, with chronically recur- 
ring phlyctenule and interstitial keratitis, old 
choroiditis, high myopia, congenital cataract, 
coloboma of the iris, albinism and nystagmus. 
This group is probably as large as that of the 
blind, and from the results to be obtained much 
more worth-while educating. Some have been 
in blind schools, some in ordinary schools, and 
others sometimes away for weeks under medical 
certificates. Special school classes with modified 
tasks are required for these children, the literary 
element being eliminated from their work as 
far as possible, and attention given to fit them 
for tasks in which vision is not chiefly involved, 
but yet of subsidiary value.’’* These classes in 
America are an extension of the work in Eng- 
land for visually handicapped children, where 
in London, in 1908, a myope class was estab- 
lished, so-named because most of the members 
in the class were near-sighted. The first sight- 
saving class was opened in Toronto in 1921 at 
the Orde Street Model School. 

The standards for admission are much the 
same in all the classes in America. Generally 


*Read before the Section of Ophthalmology, 
Academy of Medicine, Toronto, February 25, 1932. 


speaking, experience would indicate that a 
pupil with a high defect of vision and with all 
correction given for distance, and still having 
not more than 6/24 in the better eye, is a prob- 
able candidate. The downward limit of distant 
vision is roughly 6/60 in the better eye, as 
pupils with so little vision do better in the 
classes for the blind. In this way you eliminate 
a large percentage of the regular class. 

A number of children who would seem to 
merit special consideration will not be reached 
by this tentative guide. Near-sighted children 
who, on several tests, show a tendency to become 
more near-sighted should be admitted. When 
the best correction gives a vision of 6/15 or less 
in the better eye in a myope, he should be ad- 
mitted, as there is less chance of the eyeball 
stretching if safeguarded. A considerable num- 
ber of children suffer from astigmatism not 
completely corrected by glasses, and where asso- 
ciated with myopia, if the best corrected vision 
is 6/15 or less in the better eye, they should be 
admitted. Cases of congenital eye defects and 
cataracts are better in this class. Pupils with 
corneal sears or chronic keratitis, where vision 
is reduced to 6/15, furnish a fair proportion. 
These are admitted because the facilities for 
individual attention are better and the pupil 
ean keep up his work more easily in the special 
class.’’* When suffering from certain sluggish 
inflammations, the pupil is better in school with 
only a limited use of the eyes than at home with- 
out any control, and, besides, he secures valu- 
able education. Some patients with choroi- 
ditis and retinitis come in this group, also some 
with optie atrophy, who, even if their disease is, 
progressive, may acquire much education before 
reaching the stage where they must begin the 
methods for teaching the blind. Finally, there 
is the victim of nystagmus and the albino, both 
of whom are the better for the individual atten- 
tion the class affords. 

The Massachusetts standard states the case 
for admission briefly and satisfactorily for 
working purposes :— 
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1. Children suffering from congenital de- 
fects, old scars of the cornea, optic nerve 
atrophy, etc., whose vision cannot be brought 
beyond. one-third normal. 

2. Young children suffering from myopia 
whose vision cannot be brought up to beyond 
one-half normal, where the correction is three 
diopters or more, and all children suffering 
from myopia which is progressive, even though 
glasses may bring the vision up to nearly 
normal. 

3. Children with hyperopia or astigmatism 
whose vision is one-half normal. 

4, Children suffering from cataract, where 
the vision is one-half normal and there is 
difficulty in accommodation. 

In Toronto, we consider all pupils with vision 
between 6/60 and 6/15 in the better eye after 
refraction as probably acceptable, and all cases 
of myopia and inflammatory conditions are 
recognized as exceptions, and are sent on for 
further investigation. 

The procedure in the schools for locating 
children with defective vision is quite effective. 
Children in Junior I and Junior IV grades are 
always examined. Then, in all other cases 
where the child complains of eye-strain or the 
teacher or parent notices any difficulty, the 
pupil is sent to the school nurse for a vision 
test. If the vision is low, the parents are asked 
to be present at the next visit of the Medical 
Officer at the school when the child is again 
examined and the parents advised to consult 
the family physician for advice regarding the 
eyes. The further course remains in his hands 
and he directs the eye examination. On the 
pupil’s return to the school, the vision is again 
checked by the nurse, and if it is still low, or 
the case comes within our standards, the case 
is referred to the oculist supervising these 
classes to decide if admission is necessary. It 
having been determined in this way that a 
child is likely to benefit by admission to the 
class, the nurse visits the home and explains 
the situation to the parents and obtains their 
permission to transfer the pupil. 

For our records, the child is examined by the 
psychiatrist of the department. If the intel- 
ligence quotient is found below 70 there is a 
question as to the advisability of admitting the 
candidate into a sight-saving class. It is a 
general -practice to place children in special 
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classes according to their greatest handicap, 
and low mentality is probably a greater handi- 
cap than defective vision.® 

During the time the child attends the special 
class the vision is tested at least twice each 
year by the supervising oculist, and where 
glasses are worn they are changed as often as 
required. The room selected for such a class 
should have a window-glass area equal to one- 
fifth the floor space, and the light should come 
from the east or west and from the pupil’s left 
side. Semi-indirect lighting is installed for use 
on cloudy days, and shiny surfaces on desks 
and walls and paper are eliminated. The 
largest possible blackboard space is provided 
and the board is of good slate. The desks are 
movable and adjustable so that they may be 
raised or lowered to prevent improper posture 
and moved to the most suitable position in the 
room for classwork purposes. Text-books are 
not used, as all the work is written on the 
blackboard or copied by the teacher in large 
characters on unglazed buff tinted paper with 
a special pen in Indian ink. We have now one 
book—a speller—typed in twenty-four point 
type by the Department of Education on our 
sight-saving class paper and we are promised 
soon a reader made in the same way. 

The curriculum is exactly the same as for 
the normal child and for senior pupils and 
some junior pupils the oral work is taken in 
the child’s regular grade classroom. The ad- 
vantages of this system are: first, the handi- 
capped student is kept in touch with normal 
students and is made to feel that he is a part 
of the institution; and, secondly, he is able to 
measure himself against those who are fully 
sighted. Such close work as the pupils are 
permitted to do is carried on in periods of 
short duration, say five to twenty minutes, de- 
pending on the ocular condition present, and 
every effort is made to have the rules of ocular 
hygiene carried out in the home. 

We have now five sight-saving classes in 
Toronto, four of which teach public school 
work, and one, though located in Orde Street 
Public School, carries on continuation work. 
This senior class was made necessary by the 
fact that there are no sight-saving classes in 
high schools and many of the pupils passed the 
entrance at 13 and 14 years of age. These 


pupils are now attending the Central Technical 
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School for science lessons, as on account of lack 
of equipment it would be impossible otherwise 
for them to try the experiments that go with 
the physics course. It is hoped this connection 
with the technical school may help solve the 
difficulty of training these pupils for profitable 
employment, which they can carry on without 
increasing their disability. This class has de- 
veloped along self-government lines and now 
has a eabinet in charge of class activities. They 
issue their own newspaper, which they have 
named ‘‘The Room 10 Tooter’’ and I would 
like to quote from the editorial page: ‘‘ All 
papers have a creed or belief, and the Tooter’s 
creed is stated as follows: ‘We believe that 
every pupil in our class has some literary 
talent and it is our desire through this paper 
to encourage that talent and let others see that 
it exists.’’’ There are articles in this issue I 
would like to mention, but time will not permit. 
My point is that this movement among pupils 
who have been in the sight-saving class from 
3 to 10 years, is of great value in combating 
any feeling of inferiority they might have 
acquired from being in a special class. 

We have at present in the five classes in 
Toronto 74 pupils, the number in each class 
being small because of the great amount of 
individual attention required and the fact that 
several grades are represented in each class. 
In addition to the above, there are twelve 
pupils who have been recommended by the 
oculist for the class but for various reasons 
have not entered, making a total of 86 pupils 
in Toronto at this time who require the special 
class. The population of Toronto public schools 
in December, 1931, was 80,467,° so that one 
pupil in 924, or practically one in a thousand, 
has visual defects requiring the special class. 

Our 74 pupils are classified as to diagnosis, 
as follows: myopia over 10 diopters, 10 (14 
per cent) ; under 10 diopters, 21 (29 per cent) ; 
corneal opacities, 11 (15 per cent) ; nystagmus, 
8 (12 per cent); cataract, 6 (8 per cent) ; 
choroido-retinitis, 6 (8 per cent); hyper- 
metropia with astigmatism, 6 ( 8 per cent) ; 
congenital malformation, 3 (4 per cent) ; optic 
atrophy, 2 (1.5 per cent); chronic iritis, 1 
(0.5 per cent). 

A survey in 1930, covering 2,771 children in 





the United States, showed myopia, hyperopia, 
nystagmus and astigmatism to be the four 
most frequently mentioned eye defects, and 
these, combined with other defects, made up 
74.6 per cent of the entire number, and that 
myopia and its combinations comprised 38.9 
per cent.° In our 74 cases, myopia accounts for 
43 per cent, and we have corneal sears as the 
major cause in 15 per cent, while it is only 
mentioned as occurring in 39 cases, or 1.5 per 
cent in their survey. 

A review of the vision records in our eases, 
including only those pupils who have been in the 
class one or more years, shows that 60 per cent 
have better vision than on admission and 8 per 
cent have less. 

In considering these facts, one should bear 
in mind that the nature of the eye defects in 
many of the cases under consideration is such 
that the vision is not likely to change very much. 
There is no actual proof that the vision of these 
children has been conserved more in the special 
class than in the regular grades. The fact, how- 
ever, that these pupils in spite of their visual 
defects, which amounts to much over 50 per 
cent in most cases, have been able to keep up 
their age standard in education and that 92 per 
cent of them had either the same or better vision 
at the time of their last examination would seem 
to indicate that the special attention given to 
the use and care of the eyes in sight-saving 
classes had actually resulted in the conservation 
of vision.°® 
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‘¢Medicines are nothing in themselves, if not 
properly used, but the very hands of the gods, if em- 


ployed with reason and prudence.’’—Herophilus. 


‘To lose one’s health renders science null, art 
inglorious, strength effortless, wealth useless, and 
eloquence powerless. ’’—Herophilus. 


CHRONIC GLANDULAR SWELLINGS 
OF THE NECK* 


By E. M. Eperts, 


Montreal 


ERVICAL glandular swellings fall into two 
groups; first, cases of tuberculous adenitis; 
and, secondly, neoplastic glandular enlarge- 
ments, embracing lymph-gland metastasis due to 
epidermoid carcinoma of the face and buccal 
cavity, those metastases which are secondary to 
adeno-carcinoma of the breast, the thyroid, and 
the stomach, and those primary neoplasms of 
the lymph glands which are included in the 
term ‘‘malignant lymphoma.’’ I shall con- 
fine my remarks to tuberculous cervical adenitis 
and malignant lymphoma. 

There is no more gratifying evidence of the 
success of the campaign against tuberculosis 
than the very marked decrease in the incidence 
of tuberculous glandular infections. Several 
factors have brought this about, the most im- 
portant being (1) the increase in the number of 
sanitaria for the isolation of those who have 
active pulmonary disease and the consequent 
diminution in the frequency of household infec- 
tions; (2) the inspection of herds and the 
pasteurization of the milk supply (it is thought 
that about 60 per cent of tuberculous glandular 
infections are acquired through infected milk) ; 
(3) the wide practice and improved methods of 
removing diseased tonsils and adenoids in chil- 
dren; and (4) the advance in the general 
- hygiene of the child in all classes of the com- 
munity. Tuberculous adenitis was rampant in 
the olden times. It was known as scrofula or 
‘‘King’s Evil,’’ a condition for which in 
medieval days the ‘‘laying on of hands’’ was 
frequently practised. 

The primary distribution of tuberculous 
glandular infection is usually limited to the 
carotid lymph nodes, which drain the faucial 
tonsil, and to those nodes beneath the upper 
part of the sternomastoid muscle which drain 
the pharyngeal tonsil or adenoid. While un- 
doubtedly the tonsil is the portal through which 


* A clinic on chronic glandular swellings of the 
neck by-E. M. Eberts, held at the Montreal General 
Hospital. 
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the infection gains entrance to the lymphatic 
system, only a comparatively small percentage of 
the tonsils removed from patients with tuber- 
culous lymph-gland infection shows evidence of 
tuberculous disease, it being possible for the 
tubercle bacillus to penetrate the tonsillar tissue 
without developing in it a local focus of tuber- 
culosis. From the carotid nodes an efferent 
trunk empties into the subclavian vein on the 
right side and into the thoracic duct on the left. 
By these routes tubercle bacilli find their way 
directly into the venous circulation. Sometimes 
tuberculous infection occurs as a primary lesion 
in the supraclavicular nodes, but more often it 
develops secondarily to involvement of the 
carotid or substernomastoid chains. 

There is no substantial evidence that apical 
pulmonary tuberculosis develops by direct ex- 
tension from diseased supraclavicular nodes, nor 
is there a lymphatic connection between these 
glands and the lung itself. Neither is there— 
to reverse the mechanism underlying this idea 
—any substantial clinical evidence that cervical 
lymphadenitis develops as the result of a blood 
borne infection from a focus in the lung. As a 
matter of fact, tuberculous cervical adenitis is 
nearly always primary and unassociated with 
pulmonary disease. I would further say that 
in the rare cases in which active pulmonary 
disease is associated with cervical glandular in- 
volvement the route of glandular infection 
remains the same, namely, through the tonsil. 

Tuberculous cervical adenitis is most common 
in children, occurring most frequently after one 
of the acute infections, especially measles. The 
sequence of events is somewhat like this. The 
child does not make a satisfactory convalescence 
from ‘measles. There is a slight rise of tempera- 
ture in the afternoons, with lassitude, sweating 
about the head during sleep, and an increasing 
pallor. Two or three weeks after the rash has 
disappeared, one notices enlarged glands in the 
neck, The parents are agitated and press for a 
diagnosis. The family physician is loath to 
make a diagnosis of tuberculosis, and refuses to 
face the truth, on the ground that there is no 
known tuberculosis in the family. In this pri- 
mary acute stage, local applications and tonics 
are generally effective. At the end of six weeks 
or so, the enlarged glands subside. The child’s 
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health improves, but it does not quite return to 
par. Six or eight months later, following some 
infection of the upper respiratory tract, these 
glandular swellings recur. The sequence of en- 
largement and recession is, in some cases, re- 
peated several times. Eventually the glands 
lose their separate identity and become fused, 
and in many instances softening with abscess 
develops. The point which I wish to stress here 
is that, if after such an infection as measles 
enlarged glands make their appearance, one 
should not dismiss the condition lightly, even 
though the swellings subside. The child should 
be kept under careful supervision and every 
attempt should be made to build up his resist- 
ance to tuberculosis. 

The treatment of tuberculous cervical adenitis 
in children consists in, at first of course, the use 
of tonics, general hygienic measures, exposure 
of the whole body to sunshine, not the local 
lesion only, or as a substitute the use of the 
Alpine lamp. Where the process is progressive, 
operation should be performed without delay, 
for the following reasons: (1) because early re- 
moval puts a stop to the recurring escape of 
tuberele bacilli through the lymphatie trunks 
into the blood stream; and (2) because it is 
impossible to do a clean dissection once the 
disease has burst through the capsule of the 
gland and involves the surrounding tissues. 

The attitude of the profession toward the 
surgical removal of these glands has varied from 
stage to stage. I can vividly recall the time 
when all patients with tuberculous cervical 
adenitis were subjected to block dissection of 
the cervical lymphatie system. ‘With the intro- 
duction of heliotherapy, the Alpine lamp, and 
the x-ray, coupled with improved hygienic 
measures, the treatment of these cases came to 
be regarded as a medical affair, and, in the 
early stages at all events, these patients seldom 
came within the purview of the surgeon. This 
attitude proved to be too optimistic. Apart 
from the exceptional cases which terminated in 
miliary tuberculosis, many went on to suppura- 
tion, so that, when surgical aid was eventually 
sought, repeated incisions with drainage and 
curettings had to be practised, leaving extensive 
and disfiguring scars, and producing results 
which were in no way comparable to those 
achieved by the early removal of localized foci. 
The prevailing opinion now is that, because of 
the recurring blood infections, removal of the 





nodes is not only an urgent prophylactic but an 
admittedly rational therapeutic measure in cases 
which do not subside promptly under non- 
operative measures of treatment; but that it is 
no longer necessary to do the radical operations 
which were previously done. Surgeons have 
found that removal of the larger glands alone 
is generally curative. 

There is another type, met with in older 
subjects, in which a single gland or at most 
two or three glands become enlarged. The 
increase in size is very gradual. On palpation 
these glands are separate, freely movable, and 
quite hard. It is a fibrotic type, and it is im- 
possible to say definitely on examination 
whether the case is one of tuberculosis or of 
malignant lymphoma. One therefore advises 
removal. Even on gross section one may still 
be in doubt as to the nature of the lesion, the 
final diagnosis depending on the histological 
examination. In this type of case, although 
excision is practised, there is a tendency to re- 
eurrence. The only method of treatment that 
ean be recommended is excision and repeated 
excision. Rest, a liberal diet, and sun baths or 
the use of the Alpine lamp, are valuable ad- 
juvants. Ultimately these patients recover. 
Throughout the course of the disease there is no 
interference with the general nutrition. 

I present this patient in illustration of this 
type. 

CASE 1 


Mrs. MacL., aged 45. A swelling in the right 
submaxillary triangle was first noticed early in 1925. 
The patieat came under my observation 2% years later 
(October, 1927). At that time there was a globular 
swelling in the right submaxillary triangle, 3x4 cm. in 
diameter, freely movable, unattached to the skin, and 
quite firm. There had been no disturbance of nutrition. 
A second glandular mass was palpable beneath the 
upper segment of the left sternomastoid. Physical 
examination was otherwise negative, apart from deafness 
and a history of chronic nasopharyngeal catarrh. The 
tonsils were not demonstrably diseased. The clinical 
diagnosis rested between tuberculous adenitis and 
lymphoblastoma. Bilateral adenectomy was performed. 
On gross section the glands showed homogeneous tissue 
with a glistening surface, very suggestive of lympho- 
blastoma. On microscopic examination, however, the 
condition was shown to be hypertrophic glandular tuber- 
culosis. Quartz lamp treatments were carried out after 
operation. Sixteen months later (February, 1929) fol- 
lowing an attack of influenza, glandular swellings re- 
curred on the left side of the neck, beneath the 
sternomastoid. At a second operation two large and 
several small glands were removed. Recovery was 
uneventful. The material removed showed the same 
gross and microscopical features as were noted in the 
first instance. Again in 16 months (July, 1930) there 
was bilateral recurrence, and a third operation was per- 
formed. Finally, on January 16th of this year, about 
17% months after the third operation, a fourth excision 
was performed. On this occasion, for the first time, 
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there was definite softening with abscess formation. 
Both sides of the neck were involved. 


This case illustrates the persistence of certain 
types of tuberculous infection and the diffi- 
culties of diagnosis in the first instance. In 
spite of these recurring glandular infections 
the patient’s general health has steadily im- 
proved, with gain in weight. 

Occasionally one meets with a fulminating 


type, due, in some eases at all events, to 


infection with virulent bovine tubercle bacilli. 
There is rapid softening of the glands; the skin 
may become ulcerated and necrotic; and one 
may ultimately see actually exposed the great 
vessels of the neck. In the stained slides pre- 
pared from the discharges tubercle bacilli may 
be as numerous as in a cultural smear. These 
cases usually end in generalized infection—in 
miliary tuberculosis. The run a very rapid 
course and are invariably fatal. 

In illustration of this fulminating type I 
should like to read the report of a case treated 
in this hospital some years ago, a case which 
illustrates, too, the very rare occurrence of the 
direct implantation of tubercle bacilli in a skin 
wound. 


CASE 2 


N. T., a boy aged 615 years, was admitted on 
October 19, 1925. Late in July of that year he had 
been wounded over the left eyebrow by a piece of glass. 
This wound never healed completely. One month after 
the accident the mother noticed swelling in front of the 
left ear—diagnosed at the time as mumps. This swell- 
ing, however, persisted, and one after another the carotid 
and sub-sternomastoid nodes became swollen and tender. 


The mother had had cervical adenitis as a young 
woman. One sister had had an ulcer of the leg, which 
resisted treatment. A second sister had had an enlarged 
cervical gland. <A third sister had pulmonary tuber- 
culosis. Living in the same house with the patient was 
a man in the later stages of tuberculosis, who made no 
provision for the proper disposal of his sputum. The 
hygienic conditions of the home were unfavourable with 
regard to sunlight and cleanliness. 


At the time of admission the temperature ranged 
between 99.4° and 100.2°. There was an indolent, slit- 
like ulcer over the left eyebrow. The edges were under- 
mined, and on compression with a glass slide one could 
make out along the margins definite ‘‘brown-sugar’’ 
granules, typical of tuberculous skin lesions. There was 
a fluctuating swelling, about 3 cm. in diameter, in front 
of the left ear, evidently originating in the pre-auricular 
lymph gland. The submaxillary triangle was filled with 
a mass of enlarged, tender, lymph glands. Pus aspirated 
from the swelling in front of the ear showed in smears 
countless tubercle bacilli. In spite of the mild febrile 
reaction the patient was said to have been losing weight 
rapidly. 

On October 28th adenectomy was performed by 
Dr. C. K. P. Henry, and the ulcer on the forehead was 
excised. The dissection was found to be most difficult 
and the patient’s condition on the table became critical. 
He died on the twenty-fourth day following operation, 
from disseminated tuberculosis, tubercles being found at 
autopsy in the spleen, liver, and kidney. From the 
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extent of these lesions it was thought. the dissemination 
had occurred prior to operation. 


Finally there is a type met with in old 
people, which is really a malignant process so 
far as the threat to life is concerned. Gland 
after gland breaks down. There is multiple 
sinus formation in the neck. Later there 
appear tuberculous foci elsewhere, possibly 
extra-glandular. These patients, because of 
their age, are unable to combat the infection 
and ultimately succumb. 

I will read you an abstract from the report 
of a ease of this type treated in this hospital 
during the past year. 


CasE 3 


Mr. J. MacD., a farmer, aged 78, was admitted on 
December 18, 1930. One year previously he began to 
lose weight (maximum 240 lb.; on admission 190). In 
January, 1930, a large glandular swelling appeared in 
the right supraclavicular fossa and one small nodule in 
the left supraclavicular fossa. These swellings were 
incised at another Montreal hospital, the patient being 
discharged 19 days later. Sinuses persisted. In April, 
1930, a swelling appeared in the left groin. This was 
also incised, but never healed. Four weeks before 
admission to the Montreal General Hospital swelling of 
the whole of the left leg gradually developed. The 
family history was negative so far as tuberculosis was 
concerned. 

On admission there were multiple sinuses in the 
right posterior triangle of the neck and one in the left 
posterior triangle. In the left groin there was a 
discharging sinus, and in addition a large inflammatory 
mass with marked induration, and at one point fluctua- 
tion. There was firm edema of the whole of the left 
leg, due evidently to lymphatic obstruction. 

Material for microscopical examination was removed 
from the left groin. It confirmed the clinical diagnosis 
of tuberculosis, the process involving the skin, the sub- 
cutaneous tissue, and the inguinal and femoral glands. 
A small gland removed from the right posterior triangle 
of the neck was also shown to be tuberculous. In 
addition to these lesions a deep mass could be felt at 
the brim of the pelvis on the left side, a direct extension 
from the more superficial lesion. 

Early in January, 1931, a swelling appeared in the 
left popliteal region, causing pain in the leg. One week 
later 30 c.c. of seropurulent material was removed by 
aspiration,—a process which was repeated without effect. 
Ultimately the abscess was incised. The cavity was 
subcutaneous. 

General tonic and lamp treatments were employed, 
but the patient showed no reparative power. At his 
own request he was discharged on February 19, 1931. 
He died about three months later. 


Finally, as illustrating the fact that tuber- 
culous glandular disease and the cold abscesses 
which may result therefrom may simulate a 
variety of non-tuberculous tumours, I should 
like to present three cases. 


CASE 4 

This boy, W. E. 8., is six years old. Five months 
before admission a small swelling, the size of a marble, 
was noticed for the first time in the midline of the 
neck. Increase in size was rapid during the two months 
before admission. 

On admission a prominent hemispherical swelling 
was found, 3.5 em. in diameter, overlying the isthmus 
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and the anterior margin of the left lobe of the 
thyroid. This mass did not move on deglutition. It was 
quite firm. The skin overlying it was reddened, and 
there was marked dilatation of the skin capillaries. The 
clinical diagnosis, based upon the firmness of the mass 
and the capillary engorgement, was hemangio-endo- 
thelioma. It is true that there were palpable lymph 
nodes in the course of the great vessels on the left side, 
but this lymphatic enlargement was not a conspicuous 
feature. 

At operation the condition was found to be a tuber- 
culous abscess, communicating with a small caseous 
nodule in the left anterior triangle. Healing followed 
the removal of this one gland by the curette. The usual 
post-operative measures to improve the general condition 
of the patient—sun baths, the use of the Alpine lamp, 
an iron tonic in the form of Syrup of Iodide of Iron, 
and a liberal diet—were very conscientiously carried out 
by the boy’s mother. The other glandular swellings 
palpable at the time of operation have since subsided. 


CASE 5 


The next case is that of this young man (G. D.), 
aged 25 years, who was operated upon two months before 
admission for what was diagnosed as a cyst of the 
thyroid. The wound healed only partially, a sinus with 
granulations about the skin opening remaining. Under 
an anesthetic the sinus was explored and found to be 
superficial to the strap muscles, and to communicate 
above and laterally with a small, caseating lymph node, 
one of a chain extending upward along the jugular vein. 
Removal of the caseous node at that time by curettage 
failed to effect a permanent cure. Ultimately the glands 
higher up had to be removed also. 


This case is shown to illustrate that a cold 
abscess secondary to tuberculous involvement 
of the carotid chain may simulate a thyroid 
cyst, the glandular enlargement itself being an 
inconspicuous feature. 


CASE 6 


Finally, there is this case, which illustrates the 
difficulty we sometimes have in differentiating clinically 
between carcinomatous metastases in the neck and 
tuberculous adenitis. The patient (J. L.), aged 63, 
first noticed a swelling above the right clavicle two 
months before his admission. The swelling gradually 
increased in size. On admission, the patient was under- 
weight and pale. The tonsils were not demonstrably 
diseased. Above the right clavicle was a hard, insensi- 
tive, nodular mass, 7x5 em., adherent to the deep 
structures oi the neck. The skin was not involved. 
Small glands were palpable about the periphery of the 
mass. No abdominal tumour was palpable. A barium 
series and an x-ray of the chest were negative. 

Clinical diagnosis: malignant lymph gland meta- 
stases of unknown origin, with the reservation of possible 
tuberculous adenitis. The former diagnosis was con- 
curred in at Staff rounds. 

At operation Dr. Henry found that the mass 
involved the wall of the internal jugular vein, which had 
to be removed with it, together with part of the sterno- 
mastoid muscle. The tumour was attached to the 
scalenus group posteriorly and was adherent to the sub- 
clavian vessels below. On gross section the tissue 
removed resembled tumour, but the histological examina- 
tion showed it to be tuberculous. 

The patient is receiving general Alpine lamp treat- 
ments. The ulcer which you see and which followed 
partial sloughing of the skin flap has been covered with 
Reverdin grafts. As this is the only detectable focus 
of disease, we have every hope that he will make a 
permanent recovery. 


I should like to devote the remainder of the 
time at our disposal to a consideration of the 





group of glandular swellings embraced in the 
term ‘‘malignant lymphoma.’’ Of this group 
it is fitting here to consider first the Hodgkin 
type, because it is thought that infection is an 
exciting factor. This view is supported by the 
fact that the first glands to be involved are 
usually those in the neck. Cases have been 
noted in which glandular enlargement developed 
first in the axilla, in the wake of an infection 
of the hand or forearm, or in the inguinal region 
following infection of the lower extremity; but 
primary cervical enlargements are by far the 
most common. Like tuberculous adenitis, the 
disease generally runs a chronic course, and 
for a year or more the lesions may remain 
limited to the glands on one side of the neck. 
And, until permeation of the glandular capsule 
occurs, the nodes remain separate, in contra- 
distinction to the inflammatory fusion or agglo- 
meration which occurs in a progressive tuber- 
culous lesion. Further, Hodgkin glands are 
insensitive and freely movable. Ultimately the 
process extends beyond the gland capsule and 
invades tissue other than lymphatic. The lymph 
nodes elsewhere may become involved, including 
the retroperitoneal glands. Frequently the 
spleen is enlarged. 

These Hodgkin nodes in the early stage show 
typical histological features,—the presence of 
very large endothelial cells, known as Dorothy 
Reid cells, and numerous eosinophiles. Bunting 
has described blood changes, — an increase in 
the platelets, a relative increase in the large 
mononuclear leucocytes, and an increase in the 
lymphocytes and the eosinophiles until the 
stage of dissemination begins. At some time in 
the course .of the disease fever of the inter- 
mittent type develops, the temperature at times 
reaching as high as 104°. Febrile periods alter- 
nate with periods of apyrexia. In some cases 
cutaneous changes are seen, either an eczema or 
granulomata of the skin which show the char- 
acteristic histological features of Hodgkin’s. 
With dissemination, when tissues other than 
lymphatie are involved, the distinctive histo- 
logical features are lacking, and at this stage 
Hodgkin’s disease is indistinguishable from 
lymphosarcoma. This stage of dissemination 
has been described by Ewing as Hodgkin’s 
sarcoma. 

The treatment of Hodgkin’s disease, if seen 
early, is excision of the glands, followed by 
intensive radiation. Dr. Yates, of Milwaukee, 


? 











414 






who has worked in conjunction with Dr. Bunt- 
ing, tells me that he has patients now living 
17 years after primary operation. Certain it 
is that early excision and radiation prolong 
life in all cases. 


In that type of malignant lymphoma gen- 
erally described as lymphosarcoma, the earliest 
glandular involvement is less constantly met 
with in the neck, and the disease runs a course 
very distinct from that of Hodgkin’s disease. 
Fusion of the glands is noted from the begin- 
ning and the glands are very hard. Local 
removal—the only apparent hope—is usually 
followed shortly by the appearance of glands 
elsewhere. The progress of the disease is 
generally rapid, terminating within a year or 
a year and a half from the time that the first 
glandular enlargement was noticed, as con- 
trasted with Hodgkin’s disease, which runs on 
an average a course of from four to six years. 
I, personally, know of but one case, diagnosed 
by a distinguished pathologist as lympho- 
sarcoma, in which permanent recovery followed 
glandular excision. The case I have in mind 
is that of a well-known Canadian surgeon who 


in 1901, when a resident houseman at. this 


hospital, was operated upon by Dr. Geo. E. 
Armstrong. An enlarged gland in the anterior 
triangle of the neck was removed. This gland 
on gross section showed tumour replacement of 
the greater part of the lymph node and, when 
examined microscopically by the late Dr. 
Wyatt Johnson, was pronounced to be without 
question lymphosarcoma. In the literature 
there are a number of cases classified patho- 
logically as malignant lymphoma in which 
permanent recovery is said to have taken place, 
but, from one’s personal experience of this 
group, one always feels somewhat sceptical of 
the correctness of the histological diagnosis. 


In conclusion, I should like to read to you a 
case report of a patient of mine in whom the 
disease made such slow progress that I was led 
at times to hope that he would ultimately 
recover. 


CASE 7 


G. H., aged 31, a foreman in the Angus Shops, was 
first seen in July, 1920, complaining of swelling of the 
left side of the neck. Two years previously, in 1918, he 
first noticed a swelling in front of the left ear. One 
year later a swelling developed behind the angle of the 
left mandible. Still later, enlarged glands appeared in 
the left supraclavicular fossa. At the time of examina- 
tion the patient was stout and ruddy. There were 
glandular swellings in front of the left ear, behind the 
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angle of the mandible, beneath the sternomastoid, and 
in the posterior triangle. All glands were separate, 
insensitive, and freely movable. 

Operation was advised, on the assumption that the 
glands were probably tuberculous,—this clinical diag- 
nosis being suggested especially because of the very 
slow extension of the process and the presence of a 
chronic nasopharyngitis. However, the patient did not 
report again until July, 1921,-one year later, at which 
time the most notable change in the condition was the 
presence of a very large mass of glands in the posterior 
triangle. There was no evidence of softening. <A 
clinical diagnosis of Hodgkin’s disease was made. 


Block dissection was carried out. The microscopical 
examination confirmed the clinical diagnosis of Hodg- 
kin’s disease. Following operation the patient was given 
deep x-ray treatments from time to time. 


In October, 1922, two enlarged lymph nodes were 
removed from in front of the left ear, showing the same 
histological features as those removed at the first opera- 
tion. 


In March, 1923, the patient returned complaining 
of loss of energy, loss of weight, and impaired appetite. 
There was one swollen gland in the left submaxillary 
region, which later disappeared. X-ray of the thorax 
showed the absence of pulmonary infiltration, but the 
presence of enlarged lymph nodes. There was no en- 
largement of the spleen and no palpable mass in the 
abdomen. The patient went to England on a vacation 
and by the autumn had recovered his energy and regained 
20 Ib. in weight. 

In June, 1924, further glands were removed from 
the anterior triangle on the left side. In August, 1927, 
he was admitted to the hospital because of pain in the 
dorsal spine, radiating around the chest, and weakness 
in the legs. Examination showed definite paresis of both 
legs, marked bilateral Babinski, and changes in sensation 
below the fourth thoracic segment. Lipiodol injection 
through a cisternal puncture showed obstruction at the 
level of the second dorsal vertebra, this conforming with 
the clinical evidence of sensory loss at the fourth dorsal 
segment. Laminectomy was performed and disclosed a 
flat, cellular tumour, about 3 em. long and 1 em. wide, 
lying in the left postero-lateral position, with a moderate 
degree of compression of the cord. The tumour was 
attached at one point only. It was removed and the 
point of attachment curetted. The dura was not. 
infiltrated, nor was there any evidence of involvement 
of bone. The histological diagnosis was lymphosarcoma. 

From this operation the patient made a good 
recovery and was able to return to work, although his 
strength was never fully regained. 

. In January, 1929, the liver became enlarged. Later, 
symptoms of spinal compression recurred, with paralysis 
of the legs and urinary retention. Throughout the 
summer of 1929 the patient was bedridden. He died in 
September of that year, 11 years and 3 months after 
the onset of the disease. For nine out of these eleven 
years his efficiency as a worker was impaired only during 
the time he was in hospital. 


The hope of the future lies in the discovery 
of the etiology of these malignant glandular 
affections. While undoubtedly fate has occa- 
sionally winked and allowed a case here and 
there, after early excision, to escape, lympho- 
blastoma must be considered one of the most 
malignant and uniformly fatal affections to 
which flesh is heir, ranking in this respect 
with the sarcomata, and infinitely less amenable 
to surgical treatment than the epithelial types 
of malignant disease. 
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Case Reports 


ENCEPHALITIS LETHARGICA 


By RussE.u J. Couuins, M.D., 


Saint John Tuberculosis Hospital, 
Saint John, N.B. 


E.L., a girl, twelve years of age, was admitted 
to hospital on October 17, 1930. 

Complaints.—Pains in back, along the spine, 
headache, and some muscular weakness. 

Family history.—Irrelevant, 

Past history. — Eldest child; normal birth. 
She had had measles and whooping cough, with 
a good recovery, at the age of six years; tonsil- 
lectomy two years ago. 

Present illness.—The child was perfectly well 
until August 20, 1930. The first symptom 
noticed was a dull headache, frontal in type, 
associated with neuralgic pain in back of head. 
The headache and pain were controlled by 
aspirin. She remained symptomless and con- 
tinued her usual activities for six days. Head- 
ache then returned with greater severity. A 
physician was called, and her temperature was 
found to range from 99 to 100.6°; the pulse did 
not exceed 68. The child seemed bright and in 
every way normal, except for the persistent 
headaches. One week later the symptoms al- 
ready mentioned became much worse, the head- 
ache assuming a splitting quality; the tempera- 
ture was now 101° at 5.00 pm. Ten days fol- 
lowing the onset the patient noticed a lack of 
sensation on the left side of the upper lip, cheek 
and palate. Two days later she had a severe 
attack of epistaxis; this was repeated on three 
successive days. Two weeks after the onset, 
the temperature was elevated to 104°; patient 
still complaining of severe headache, radiating 
pain in outer surface of knee and around the 
sacro-iliaec region. These symptoms soon sub- 
sided and she began to recover, but pain in the 
hips and back returned. Her recovery has been 
uninterrupted, but she still has pain in head 
and back and an occasional rise of temperature 
to 102.4°. 

Examination by Dr. A. B. Walter.—Ten days 
after initial onset. Puffiness of eye-lids; con- 
junctive injected, particularly of right eye; 


divergent strabismus; no ocular paralysis; the 
pupils equal and active. The patient was bright 
and mentally active, not irritable. Slight limi- 
tation of neck flexion ; lateral movement slightly 
diminished. No muscular atrophy or palsy; 
Kernig’s sign negative; the tendon reflexes were 
diminished; the abdominal reflex present and 
normal. There were no rose spots or enlarged 
spleen. No tympanites. The spinal fluid was 
under increased pressure, clear and limpid; 
albumin +++; globulin +++; small mono- 
nuclears present; the Kahn and Wassermann 
tests were negative; the colloidal gold test 
showed a paretic curve; no microdrganisms. 
Eamination on admission—aA pale child of 
moderately poor nutrition and slight build, lying 
supine. Her complexion was dark; pupils 
moderately dilated; eye-grounds normal; eye- 
lids puffy. Divergent strabismus and conjune- 
tival congestion were not visible. The skin was 
smooth and dry; lips of good colour. There 
was lack of sensation to touch on the left cheek, 
upper lip and left half of, the palate. Both ear 
drums were clear. The tongue could be pro- 
truded in the mid line; no tremor; a heavy 
coating. The gums and teeth were clear. The 
posterior cervical glands were the only group 
enlarged. Pharynx—chronic granular pharyn- 
gitis; left tonsil enlarged and cryptic. Larynx 
—normal. Thyroid—not enlarged. Thorax— 
Lungs: percussion normal; no adventitious 
sounds. Heart—All the sounds were clear but 
snappy; the pulmonic second sound seemed 
accentuated. Pulse rate -70. Regular, rhyth- 
mic; blood pressure, 110/70. Abdomen—soft. 
Spleen slightly palpable; liver not enlarged. 
Nervous system.—The child was bright and 
active mentally, not irritable; limitation of neck 
flexion; no muscular atrophy or palsy. Re- 
flexes hyperactive. Kernig’s sign was negative ; 
Babinsky and Oppenheim, negative. Slight 
atrophy of the left lower dorsal and lumbar 
group of muscles, associated with postural curv- 
ature. The muscles fatigued rapidly. 
Laboratory reports.—Urinalysis: straw colour- 


‘ed, clear, acid, specific gravity 1010; negative 


for albumin and sugar. Microscopic examina- 
tion showed a few pus cells and clumps. 
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Blood.—Hemoglobin 75 per cent; red blood 
count, 4,200,000; white blood count, 11,000; 
polymorphonuclears, 62 per cent; large lympho- 
cytes, 9 per cent; small lymphocytes, 27 per 
cent; basophiles, 1 per cent; monocytes, 1 per 
cent. The Widal test was negative for B. 
typhosus, paratyphosus A and B, Br. abortus. 
The Kahn and Wassermann tests were negative. 

Spinal fluid.—A slight inerease in cells (99 
per cent mononuclears). No tubercle bacilli or 
other organisms found. Colloidal mastic test 
shows 5543221000 curve (a paretic curve sug- 
gesting encephalitis). 

X-ray report. — Chest, normal. Frontal 
sinuses very small. Ethmoids and lateral sinuses 
clear. Lumbar spine—There seems to be a 


lateral rotation of spine, but no indication of a 
diseased spine. 


SUMMARY 





A young girl, quite normal in every respect, 
began with headache and pain in back of neck, 
ran a febrile course lasting nearly two months, 
evidently of the typhoid type, with markedly 
slow pulse. She was mentally bright. An early 
physical examination disclosed rigidity of the 
neck, puffy eyelids, divergent strabismus, 
paralysis of left cheek, upper lip and palate; 
negative findings in urine, and marked deviation 
from normal in the spinal fluid. A later history 
of tonsillectomy, pains over back and hip, and 
probable atrophy of muscles leads one to a 
diagnosis of encephalitis, finally determined by 
examination of the spinal fluid. 





HERNIA INTO THE UMBILICAL CORD 


By J. K. Mutioy, M.D., C.M., 
Cardston, Alta. 


Mrs. K., 3-para, was delivered of a male child 
with a large hernia into the umbilical cord, 
about the size of the fist. The contents of the 
tumour could easily be reduced through a large 
opening into the abdominal cavity, but would 
immediately return when pressure was re- 
leased. To avoid injuring the bowel the cord 
had to be severed at least six inches from the 
abdomen. 

It was evident that as soon as the cord would 
slough peritonitis would start. Eight hours 


after birth a radical cure of the hernia was 
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carried out under ether anesthesia. 
was excised from the edges of the hernial 
opening, which was almost two inches in 


The cord 


diameter. Practically the whole of the ab- 
dominal contents protruded. There was no 
hernial sac, the abdominal contents being 
covered only by the thickened cord. The 
opening in the abdomen was then closed by 
chromic catgut, inserted through all three 
layers, as it was found impracticable to try to 
separate the different layers in so small an 
infant. The child’s recovery was uneventful, 
and the remaining wound was strong, with no 
tendency toward subsequent hernia. 


The conclusions to be drawn from this case 
are that there is no sac in this type of hernia; 
that a radical cure is imperative at birth; and, 
lastly, that in closing the hernial orifice it is 
impractical to attempt to close it by layers. 


CONTRACTION OF THE PUPILS IN 
ACUTE. HAMORRHAGIC 
PANCREATITIS 


By R. H. MAcpona.p, 


Saskatoon 


Mrs. H., aged 29, was admitted to hospital 
on January 8, 1922, with a diagnosis of acute 
intestinal obstruction. There was a history of 
attacks of upper abdominal pain for the 
previous two years or more. These attacks had 
been diagnosed as due to gall-stones. Three 
days prior to admission, following a heavy 
meal, she had an attack of sudden severe pain 
in the upper abdomen above the umbilicus. 
The pain was agonizing in character. Two 
hours after onset, she began to vomit. The 
vomiting was severe for the first 12 hours, 
when it subsided somewhat, but continued at 
intervals up to the time of admission. The 
pain, which was confined to the epigastric 
region during the first few hours, later became 
general. 


Examination on admission showed a large, 
obese woman, somewhat cyanotic, with rapid 
pulse, and in a marked state of collapse. The 


_ abdomen was greatly distended and tender 


throughout. The bowels had not moved for 
some time and enemas were ineffectual. Apart 
from the above symptoms of an acute lesion in 











Oct. 1932] 


Case Reports: METHYL SALICYLATE POISONING 


417 





the abdomen, marked contraction of the pupils 
was observed. The contraction was equal on 
both sides and pin-point in character. Mor- 
phine as a causative factor was definitely 
eliminated. 

Exploratory laparotomy was performed under 
general anesthesia, ether being employed, and 
acute pancreatitis was found to be the lesion 
present. There was blood-stained fluid in the 
peritoneal cavity and extensive areas of fat 
necrosis. The pancreas was enlarged and 
tense; the gall-bladder was thickened and 
showed evidence of previous disease. The 
gall-bladder was drained and drains placed 
down to the pancreas. The patient died 24 
hours after operation. 

Under anesthesia, no change was observed in 
the size of the pupils, nor did any change 
occur subsequent to the operation. The pupils 
remained markedly contracted when last ob- 
served one hour before death. 

Contraction of the pupils in acute pan- 
creatitis has not been previously reported and a 
search of the literature revealed no reference 
to it. I was informed that the Edinburgh 
school taught that contraction of the pupils 
was to be looked for in acute pancreatitis, and 
a personal communication from Prof. John 
Fraser in 1926, stated, ‘‘The fact that the 
pupils are contracted in acute upper abdominal 
disease, particularly in retro-peritoneal types, 
has been taught in this school for some time.’’ 
Apart from this teaching of the Edinburgh 
school, no reference has been noted in the 
literature. 





A CASE OF METHYL SALICYLATE 
POISONING 


By R. F. Huaues, B.A., M.D., 


Department of Pathology, 
Hamilton General Hospital, 


Hamilton 


Poisoning by methyl salicylate is of sufficient- 
ly uncommon occurrence to attract interest. 
Wetzel and Nourse,? in reporting a case, 
summarized the literature. Up to 1926, they 
found 11 cases, with 5 deaths. The smallest 
recorded lethal dose was 12 ¢.c., while recovery 
occurred in cases in which the dose was con- 
siderably in excess of this. Woodbury and 





Nicholls? reported 2 cases with autopsy. In 
neither was the amount of the drug known. 
Olmsted and Aldrich* reported 2 non-fatal 
cases in children, who had taken an unknown 
amount of methyl salicylate. In these two 
cases the prominent findings were ascribed to 
acidosis, and vigorous measures, undertaken to 
combat this condition, were marked with 
success. Meyerhoff* reported the case of a 
child who had swallowed 24 e.c. of the oil, 
death following. 

In all these cases the signs and symptoms 
bear a resemblance to one another. Vomiting 
is usually an early and persistent occurrence. 
Rapid and laboured breathing, cyanosis, and 
convulsions, both tonic and clonic, appear quite 
commonly. Coma usually supervenes, and 
death occurs from respiratory failure. In the 
6 cases which have come to autopsy the con- 
stant findings have been congestion and 
hemorrhages in the pleura, lung, pericardium 
and dura; toxic degenerations in the liver and 
kidney; and hyperplasia of the splenic pulp 
and lymph nodes. 


CASE REPORT 


A male infant of 17 months was given one 
teaspoonful (4 ¢.¢c.) of synthetic oil of winter- 
green by mistake. On realizing her error, the 
mother gave the child an emetic, which induced 
vomiting. The family physician was not called 
until five hours later, when he found the child 
presenting definite toxic symptoms. Its tem- 
perature was 101° per rectum. Water given 
by mouth was immediately vomited. No odour 
of wintergreen was present at that time in the 
vomitus. On being ealled again five hours 
later, the physician found the child in coma, 
and had it removed to the hospital. On ad- 
mission, its pulse was rapid and thready, 
respirations were gasping and laboured; and 
cyanosis was marked. The rectal temperature 
was 108°. No convulsions had been observed 
at any time. Respiration failed, and the child 
died twelve hours after ingestion of the drug. 

An autopsy was performed eight hours after 
death. The body was that of a well-nourished, 
male infant, with a blotchy erythema over the 
chest and abdomen, deepening to cyanosis over 
legs and back. Rigor was present only in 
the hands and feet, which were fixed in a 
flexor spasm. The middle and lower lobes of 
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the lungs were congested; numerous  sub- 
pleural hemorrhages were noted about the 
hila. Petechial hemorrhages were also present 
in the subepicardial tissues. Atheroma-like 
degeneration was noted on the septal cusp of 
the mitral valve and about the openings of the 
vertebral arteries. The abdominal viscera 
showed intense congestion. The odour of 
wintergreen was evident in the spleen, pan- 
creas, and rectal contents. The stomach was 
empty and its mucosa showed no gross changes. 
The liver presented early toxic changes. A 
Meckel’s diverticulum, 8 em. in length, was 
present. The kidneys were swollen and deeply 
congested. Hyperemia of the meninges and 
brain was marked, but no cerebral hemor- 
rhages were found. 

Microscopic examination of the fixed tissues 
confirmed the above findings. The kidneys 
showed albuminous degeneration of the secret- 
ing tubules, the collecting units having escaped 
almost entirely. The glomerular tufts were 
swollen and congested, filling the capsular 
spaces. All the renal capillaries were intensely 
congested. The lungs showed marked conges- 
tion, and small hemorrhages. The bronchial 





CARCINOMA OF CERVIX UTERI: STATISTICAL SURVEY 
OF TWENTY-ONE YEARS OF TREATMENT.—Eugene S. Auer, 
St. Louis, presents the results of an analysis of 498 
eases of primary carcinoma of the cervix treated from 
1906 to 1926 at the Barnard Free Skin and Cancer 
Hospital. The cases were classified into clinical groups 
according to the extent of the disease. This classifica- 
tion was determined solely by the physical examination. 
Group I comprises those cases in which involvement was 
limited to one-half or less of the cervix. Group 2 
comprises those cases in which more than half of the 
cervix was involved but in which there was no palpable 
vaginal or parametrial extension, although one or the 
other could occasionally be demonstrated microscopically. 
Group 3 comprises those cases in which the malignant 
process had invaded the vaginal wall without perforation 
and/or parametrial thickening to one pelvic wall. Group 
4 includes all cases in which there was total fixation of 
the uterus, due to parametrial infiltration, fistula or 
metastasis to distant organs, bones or glands. The low 
percentage of cure may be in part ascribed to the 
geographic location of this clinic, with the resulting 
difficulties in the follow up of patients and also by the 
large percentage of far-advanced cases presenting them- 
selves for treatment. Prior to the use of radium, but 
4.76 per cent of the patients survived a five-year period. 
After the use of radium was begun, 11.67 per cent of 
the patients survived a five-year period. The educational 
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lymph glands, thymus, and spleen showed con- 
siderable lymphoid hyperplasia, the lymph 
follicles showing a marked tendency to frag- 
ment. 


CoMMENT 


Clinical and autopsy findings in this case 
correspond closely with those in the eases 
previously reported. The toxic effects are ap- 
parently directed toward the cireulatory, 
excretory and respiratory mechanisms. The 
acidotic nature of the symptoms, as pointed 
out by Olmsted and Aldrich, suggests the treat- 
ment which is most likely to give results. 

Our case is of interest because of the small 
amount of methyl salicylate taken (4 ¢.c.) ; the 
rapidly fatal outcome; and the evidence of the 
presence of the toxic substance, as indicated by 
the characteristic odour, in the spleen, pancreas 
and rectal contents, in spite of early emesis. 

One may be forgiven for reiterating the 
warning as to the danger, to children especial- 
ly, of the possession of this drug in the home. 
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campaign instituted by the American Society for the 
Control of Cancer has definitely increased the number 
of patients applying to the hospital, but the percentage 
of early cases has not greatly increased (from-11 per 
cent to 16 per cent). The repetition of irradiation is of 
considerable importance and should increase the survival 
rate. . This feature is dependent on an efficient social 
service follow-up system to insure frequent systematic 
examinations to detect recurrences at the earliest possible 
time. This service can function efficiently, as is borne 
out by the fact that no case in this service has been 
lost in the past three years. In certain cases a com- 
bination of surgery and irradiation would seem definitely 
indicated. Radium and roentgen therapy offer the only 
hope of cure in cases of clinical group 3 and group 4 
carcinoma of the cervix. Radical surgery proved superior 
to radium therapy in establishing a cure in patients in 
whom the carcinoma was apparently confined to the 
cervix. In groups 1 and 2 of the period 1917-1926, 56 
per cent of twenty-five operated on were cured, whereas 
only 30 per cent of the thirty irradiated remained well 
over ftve years. Furthermore, the operative results 
showed greater permanence after the five-year period 
than did the irradiated patients. For these reasons the 
author believes that the results indicate that radical 
surgery still offers the greater hope of cure in early 
carcinoma of the cervix—J. Am. M. Ass., 1932, 98: 
2259. 
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Editortal 


THE ROLE OF THE PITUITARY BODY IN TUMOUR GROWTH 


be since 1886, when Marie gave his 
classical description of acromegaly, and 
linked it with disorder of the pituitary body, 
it has become increasingly evident that in 
some way this particular gland, or, should 
we say, aggregation of glands? plays an 
important réle in the growth and overgrowth 
of tissues. In this function it is, of course, 
not alone among the glands of internal 
secretion, but the more it is studied, the more 
complex and remarkable it appears. It 
soon became apparent, also, that giantism 
was connected with pituitary disease and it 
is now accepted that giantism and acro- 
megaly are one and the same thing and have 
the same etiology. Any differences in clinical 
features that they present are conditioned 
by the age-period at which they develop. 
There is here an analogy with cretinism and 
myxcedema. As cretinism is the athyroidea 
of infancy and myxcedema the athyroidea of 
adult life, so giantism is the anterior hyper- 
pituitarism of the growing period and acro- 
megaly the anterior hyperpituitarism of the 
completed individual. In the case of acro- 
megaly, for reasons into which we need not 
enter here, the overgrowth takes as particular 
direction and affects chiefly particular parts, 
while in giantism the overgrowth is general- 
ized. The driving factor is, as we now 
know, an internal secretion. Evans and 
Long, in 1921, succeeded in extracting from 
the anterior portion of the pituitary body a 
hormone which, when injected, was com- 
petent to produce giantism in rats. This 
being the case, it is not fantastic to advance 
the hypothesis that that particular form of 
tissue overgrowth which we call tumour- 
formation or neoplasia may be due to 
activity of the anterior portion of the pitu- 
itary gland. There is a certain amount of 
evidence in support of this supposition. 
For instance, Engel, in 1923, found that the 
injection of anterior pituitary extract into 
mice that had been grafted with tumours 
produced definitely larger tumours than was 
the case with controls. Also, Zondek! show- 





1. Zondek, Klin. Wehnschr., 1930, 9: 679. 


ed that in fifteen per cent of 118 cases of 
malignant disease the Zondek-Ascheim re- 
action was positive, with a higher percentage 
in the case of female subjects, and a still 
higher when the tumours were localized in 
the feminine sex organs. This has been 
interpreted as indicating that in neoplasia 
the activity of the anterior pituitary is 
increased to an appreciable degree in a 
significant proportion of cases. The recent 
researches of Susman,” Jeffcoate,® Riches and 
Kremer,* and Houston and Miller’ have 
added greatly to the interest attaching to 
this important subiect. 

Susman, Lecturer in Pathology, Manches- 
ter University, who, by the way, we are 
informed, is a graduate of Queen’s University, 
Kingston, remarks at the outset of his 
paper that this activity of the anterior 
pituitary does not of itself cause cancer, 
which is evident from the fact that in 98 
per cent of healthy pregnant females the 
Zondek-Ascheim reaction is present. He 
points out the analogy between tumour 
formation and pregnancy; in both cases a 
tumour is present, but with this obvious 
difference, that in the latter case the tumour- 
growth is controlled and of temporary dura- 
tion. His conclusions are based on the 
following considerations. Working on Stew- 
art’s® hypothesis that the cells of the anterior 
lobe are merely in different stages of function, 
and that the acidophile cells contain the 
active secretion, Susman studied the pitu- 
itary body histologically and found evidences 
of increased activity of the anterior portion, 
thus confirming from another standpoint 
Zondek’s observation that 15 per cent of 
cases of malignant disease give a positive 
Zondek-Ascheim reaction. He refers next 
to a case of renal infantilism in a male in 
whom the posterior lobe of the pituitary was 





2. Susman, W., Brit. M. J., 1931, 2: 794. 
3. Jeffcoate, T. N. A., The Lancet, 1932, 1: 662. 
4. Riches, E. W. and Kremer, M., Brit. M. J., 1932, 1: 


877. 

5. Houston, 8S. W. and Miller, J., Trans. Roy Soc. Ccn., 
1932, sec. V. (in press). 

6. Stewart, F. W., Comptes rend. Soc. d. biol., 1921, 
84: 49. 








420 






two to three times as large as the anterior, 
instead of being the normal one-third in 
size, and quotes Sharpey-Shafer, who has 
stated that if posterior pituitary is grafted 
into tadpoles they subsequently show definite 
retardation in growth. Susman, in studying 
30 cases of malignant disease in regard to 
this point, found certain degenerative changes 
in the posterior pituitary; 9 showed a con- 
siderable amount of pigment; 21 showed 
more or less sclerosis; 9 showed both sclerosis 
and pigment; in 2 cases the posterior portion 
was considerably compressed by a large cyst. 
Further, this worker brings forward the 
observations of Warburg,’ who found that 
with the same amount of oxygen cancerous 
tissue would utilize more carbohydrate and 
produce three to four times as much lactic 
acid as normal tissue; of Handel and Tade- 
numa,® who showed that transplanted rat 
tumours grew more rapidly when the recipi- 
ent animals were fed on glucose and supplied 
with insulin; and of Borrel,? who found that 
injections of glycogen had an accelerating 
influence on experimentally-produced tu- 
mours; and cites his own studies, in which, 
in 14 cases of cancer (apart from that of the 
pancreas) the islands of Langerhans were 
very numerous in 6, numerous in 6, and 
normal in only 2. He regards his own 
observations as confirming, from the histo- 
logical side, the views of the investigators 
just mentioned. He thinks they can be 
taken to indicate that in cancer cases there 
is an increased demand for carbohydrate. 
He concludes that in cancer cases there 
probably exists an unbalanced state in 
several of the ductless glands which permits 
the development of the new growth. The 
following appear to play an important part :— 
(1) overactivity of the anterior pituitary; 
(2) underactivity of the posterior pituitary; 
and (3) an increased demand for carbo- 
hydrate. Working on this hypothesis Sus- 
man treated a number of cases of malignant 
growth in the human subject as follows. 
Large doses of posterior pituitary extract 
(pituitrin) were given, and also “‘theelin’’, the 





7. Warburg, O., Biochem. Zeitschr., 1923, 142: 317, 
334; ibid., 1924, 146: 309; ibid., Klin. Wehnschr., 
1924, 3: 1062. 

8. Handel, N. and Tadenuma, G., Zeitschr. f. Krebs- 
forch., 1924, 21: 288. 

9. Borrel, A. and de Coulon, A., Compt. rend. Soc. d. 
Biol,, 1922, 86: 1096. 
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latter on the theory that an extract from 
the ovary would neutralize the hormone 
from the anterior pituitary. All the patients 
were kept on a diet low in carbohydrates. 
Four cases treated with pituitrin only 
showed some temporary regression of the 
growth; five cases treated with pituitrin and 
theelin showed some improvement; in one 
of these five an epithelioma of the dorsum 
of the foot began to separate, off and was 
enucleated after seven weeks. 

S. W. Houston and James Miller, of 
Kingston, following the same lines, have 
treated 9 cases of malignant growth. Their 
results were not uniform. In several in- 
stances (1, an epithelioma of the face; 1, an 
epithelioma of the nose, 1, a carcinoma of 
both breasts; 1, a carcinoma of the cervix 
uteri, and 1, a rodent ulcer) there was clinical 
evidence of reduction in the size of the 
growths. In the breast case there was 
complete disappearance of active cancerous 
tissue in the breast and lymph nodes. In 
several cases it was possible to observe. the 
effects of the treatment upon the tumour 
cells by a study of microscopic sections. 
There was no sign of any alteration in the 
activity of the cancer cells as evidenced by 
the appearance of the mitotic figures or the 
amount of necrosis. These authors conclude 
that the treatment of carcinoma by this 
method has in some instances a controlling 
effect on the growth of the tumour. 

On the other hand, Riches and Kremer, 
of the Middlesex Hospital, have treated 9 
cases after Susman’s method (1 epithelioma 
of the mouth; 1 epithelioma of the cheek; 
1 carcinoma of the cervical glands; 1 second- 
ary carcinoma of the mesenteric glands; 
2 epitheliomas of the vulva; 2 carcinomas of 
the rectum; and 1 carcinoma of the prostate) 
with no benefit, except that in the epithelioma 
of the mouth there was diminution of the 
cedema of the tongue overlying the growth. 
In no case was life prolonged, nor was there 
regression of any of the growths. 

Jeficoate, in a suggestive and stimulating 
article, confirms the finding of anterior 
pituitary hormone (Prolan A) in the urine 
in some cases of malignant disease, and adds 
the striking observation that Prolan A may 
be present in the urine of patients who have 
had sub-total thyroidectomy performed for 
exophthalmic goitre. This latter finding 
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adds one more link to the chain of endocrine 
functions. 

It is clear from the above that trust- 
worthy observers are at variance in regard to 
the value of the treatment of malignant 
disease by seeking to control pituitary 
activity. It may be remarked, however, 
that the number of experiments is too small 
as yet to warrant any final conclusions, and, 
in the meantime, one or two favourable 
results may be taken as justifying the con- 
tinuance of research along these lines. 

We may probably take it as correct that 
in many cases of malignant disease a pituitary 
hormone appears in the urine and that there 
is histological evidence suggesting that the 
activity of the anterior lobe of the pituitary 
is increased (Zondek; Susman; Berblinger.), 
but there are other plausible explanations 
besides that advanced by Susman. Possibly, 
the hormone may be manufactured by the 
growth and not by the pituitary. So far, at 
least, no hormone has been isolated from 
new growths. Again, the growth may stimu- 
late anterior pituitary activity (possibly 
through the products of tissue necrosis) 
rather than vice versa. It may be argued 


THE EFFECT OF SMOKING 


YO attempts have been made from 
time to time to incriminate the smoking 
of tobacco as a harmful habit. A recent study 
perhaps gives a clue to certain beneficial 
effects that the smoker himself recognizes, 
while at the same time indicating that there 
are harmful potentialities. This interesting 
study was published as a memoir in the Acta 
Medica Scandinavica (1931, Supplement 
xxxvill) by Erik Lundberg and Stina 
Thyselius-Lundberg. They examined sys- 
tematically the effect of smoking upon the 
blood sugar, using finger-tip blood and a 
technique of analysis which gave accurate 
figures for glucose. Male and female smokers 
and non-smokers were tested, and both 
normal subjects and diabetic patients. 
Cigarettes were chiefly employed as smoking 
material. A few experiments with small 
cigars gave comparable results. In every 
test immediately after smoking commenced 
the blood sugar rose rapidly, and to a height 
which sometimes was even 50 per cent above 





too that the excretion of Prolan A may be 
the result rather than the cause of tumour 
formation, for it has been noted that in 
cases of carcinoma uteri which gave positive 
results the hormone disappeared within ten 
days of hysterectomy, and Zondek found 
that not only did it disappear from the 
urine after the removal of the growth but 
it reappeared in the case of recurrence. The 
histological changes in the pituitary referred 
to above may equally be interpreted as an 
effect rather than a cause. And so the 
matter rests for the time-being. This line of 
investigation is, however, undoubtedly well 
worth pursuing. That even slight control of 
cancerous growth has been obtained by 
several observers affords ground for hope, 
for it must be remembered that the treat- 
ment under review has only been carried 
out in advanced and inoperable cases, where 
any form of treatment is at great dis- 
advantage. Probably more convincing re- 


_sults could be obtained by more extended 


experimentation of this kind with rodents in 
the early stages of artificially induced car- 
cinomatosis, and also with the idea of 
preventing “‘takes.”’ A.G.N. 


ON THE BLOOD SUGAR 


the initial value. The maximum height was 
usually reached towards the end of the 
short smoking period of four or five minutes. 
The blood sugar then slowly fell, so that 
usually half an hour elapsed before the 
normal level was reached. The effect was 
even superimposed upon a falling curve, 
following injection of insulin. It was not 
produced by smoking material previously 
freed from nicotine. After the blood sugar 
had regained its normal level, the smoking 
of a second cigarette led to the same series 
of events and such a series of changes could 
be induced several times. Whereas in a 
normal individual the normal level of blood 
sugar was always regained in about half an 
hour, in diabetics this ‘‘basal’”’ value steadily 
rose, so that, for example, the consecutive 
smoking of four cigarettes at 30 minute 
intervals produced a change from 170 mg. 
per 100 c.c. to 215 mg. half an hour after 
the last smoking period. Such a result has, 
obviously, an important bearing upon the 
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control of hyperglycemia and glycosuria in 
the diabetic. 

The authors attribute the effects to the 
stimulus of an adrenaline mechanism, evoked 
by nicotine. Further detailed studies would 
be valuable, such as the effects of prolonged 
continuous smoking, differences between 
smoking before and after meals, the effects 
of pipe-smoking, the relative effects of in- 






A Collective Investigation on Cancer 
of the Breast 


The study of cancer is being conducted in an 
intensive fashion in most of the progressive 
countries of the world. The most spectacular 
work is being done in the laboratories and some 
striking and hopeful results have been obtained. 
But it should not be concluded from this that 
the chemistry, histology, pathology, and artificial 
induction of neoplasia are the whole story. Clini- 
eal observation, surgical and radiological treat- 
ment, and statistical information are, in their 
way, not less important. So it is that the clini- 
cian, and particularly the general practitioner, 
may play a role not less helpful than that of 
the laboratory worker. We are impelled to 
make this observation through a reading of a 
report entitled the ‘‘Collective Investigation 
into the Incidence of Cancer of the Breast, and 
its History after Treatment’’* by Dr. Arthur 
P. Luff, Director of Collective Scientific Re- 
searches to the British Medical Association. This 
investigation covers a period of one year, from 
October, 1929, to September, 1930, and deals 
with carcinoma of the breast, cervix, rectum 
and tongue. The object of the enquiry was to 
obtain precise information as to these forms of 
cancer; as to the actual evolution of the disease 
itself, and especially about the first symptom 
that had called attention to it; as to the effect 
of any treatment undertaken; and as to the 
duration of the disease when treated and un- 
treated. The report under review is based upon 
the study of 1,523 cases of cancer of the breast 
(in women), information about which was ob- 
tained from the general practitioner, be it noted. 
Even a casual perusal of the report will bring 
the conviction that the information obtained is 
of great value, and, further, that the general 
practitioner can help in a notable degree in the 
elucidation of this most difficult subject. We 
commend this report to the thoughtful con- 
sideration of all who are interested in the sub- 
ject of cancer, which means, or should mean, 





* Brit. M. J., 1932, 1: 897. 
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halation and non-inhalation, and so on. A 
tendency to glycosuria has not been recog- 
nized as common, even amongst the most 
confirmed and ardent smokers, so that some 
mechanism of adjustment probably exists. 
Nevertheless, the results presented are too 
consistent to be ignored, and an additional 
problem in the care of diabetics has been 
presented. A. T. CAMERON. 


all medical men, without distinction. We should 
like to refer in detail to certain of the matters 
brought up in the report, but considerations of 
space preclude this, and we must be content to 
bring out the ‘‘high spots.’’ Some of the facts 
elicited merely confirm ideas previously accept- 
ed generally, but at the same time serve to place 
these ideas on a firmer basis, while others tend 
to clarify some doubtful questions. Dr. Luff 
summarizes certain of his findings as follows. 

1. The liability to cancer of the breast is not 
increased by the production of a large number 
of children, rather the reverse. 


2. A relatively higher proportion of cancer 
of the breast occurs in unmarried and non- 
parous married women than in parous married 
women, 

3. Antecedent troubles in the breast (injury, 
sore nipples, abscess, mastitis, and Paget’s dis- 
ease) do not appear to be important factors in 
inducing cancer of the breast. 

4. Hereditary disposition is not a dominant 
factor in the etiology ; only 23.1 per cent gave a 
family history of cancer. 


5. A painless lump was the first symptom that 
directed the patient’s attention to the breast in 
79.5 per cent of the cases; a painful lump in 
8.7 per cent; and pain alone in 5.1 per cent. 

6. Pain was completely absent in two-thirds 
of the eases, and was not severe in a majority of 
the remainder. 

7. The longer the interval of time that has 
elapsed between the first recognition of the dis- 
ease and operation, the worse is the result, as 
shown by the survival rate, the recurrence rate, 
and the mortality rate. 

8. As regards the after-results the complete 
operation is markedly superior to the incom- 
plete. 

9. Prophylactic treatment with x-rays after 
operation is apparently useless. 

10. Prophylactic treatment with radium after 
operation exercises a beneficial effect, as repre- 
sented by the higher survival rate and the lower 
recurrence rate, as compared with the post- 
operative cases that either had no prophylactic 
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treatment or received prophylactic treatment 
with x-rays. This deduction as to the value of 
prophylactic treatment with radium is, however, 
drawn from only forty-five cases. 

Canada is just beginning to take up the ques- 
tion of cancer seriously; it is sadly lacking in 
accurate statistical information as to the forms 
of cancer and their relative prevalence, the on- 
set and evolution of the disease, and its preven- 
tion and treatment. We may well follow the 
example of the British Medical Association and 
endeavour to enlist the cooperation of the gen- 
eral practitioner in the scientific study of this 
subject, for it is the general practitioner who 
is usually the first to be consulted by cancer 
patients, who must make the first diagnosis, and 
who is cognizant of the course of the disease, 
the method of treatment adopted, and the final 
result. From the general practitioner informa- 
tion of value can be obtained as it can be from 
no other souree. The practitioner should ap- 
preciate the fact that he, and not the laboratory 
worker only, can play an indispensable part in 
the struggle against cancer, that most implacable 
of diseases. A.G.N. 





The Cause of Dental Caries 


Caries of the teeth is one of the commonest of 
the so-called minor ailments that afflict mankind. 
It is a ‘‘minor’’ ailment for the reason that it 
does not directly threaten life, does not at first 
even cause pain, and so is apt to be conveni- 
ently overlooked or forgotten for a time by 
the person affected. It is not a minor ail- 
ment if we have in mind the final results, 
the loss of teeth, the interference with mas- 
tication, the fouling of the mouth, the toxemia, 
and the serious disturbance of digestion and 
nutrition that may follow. We occasionally 
hear the statement that the teeth of our fore- 
fathers were better than our own, that they did 
not decay to the same extent, and this is ascribed 
to differences in diet, the present-day man being 
brought up on a softer, blander, and more 
farinaceous pabulum, all of which may be true 
or only partly true. Our forefathers, also, are 
said not to have used toothbrushes; we do. 
‘Toothbrush drill’’ has been introduced into 
some schools and everybody felt very virtuous, 
but the cult of the toothbrush has received 
some rude shocks of late. No doubt we would 
all like to know where we stand. The subject 
is clearly not a simple one, and it is only of 
late that attempts have been made through ex- 
perimentation to elucidate it. In spite of many 
observations considerable differences of opinion 
exist on the matter still. A study of the dis- 
cussion on dental caries which took place in the 
Section of Comparative Medicine at the last 
annual meeting of the British Medical Associa- 
tion will prove the truth of this assertion. 
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Many factors have been invoked as of etiologi- 
cal importance in dental caries—traumatism, 
bacterial action, chemical action, faulty develop- 
ment of the teeth, improper diet, and errors of 
metabolism. Where lies the truth? 

The discussion referred to was opened by Dr. 
KE. W. Fish, who postulated that caries always 
began in either a permeable crevice or a faulty 
area of the tooth surface. He thought that all 
the evidence pointed to the disease being a 
saprophytic phenomenon occurring in such loeal- 
ities. Mrs. May Mellanby, who has done some 
of the most notable work in regard to the de- 
velopment of the teeth, held that fat-soluble 
vitamins, particularly D, were essential for 
calcification of the teeth and their resistance to 
disease. Cereals, which are nowadays so popular 
a component of our diet, were not only devoid 
of vitamin D but also contained some toxamin 
that tended to hinder calcification. She thought 
that, while the liability of the tooth to decay 
depended on many factors, the structure of the 
tooth was of the highest importance. This, in 
turn, depended on diet during growth, and 
after eruption resistance to caries could be in- 
fluenced by diet. Hyperplastic teeth were more 
likely to decay than normal teeth. Dr. Warwick 
James thought that the structure of the teeth 
was at most a limiting factor; the immediate 
cause was to be sought in the bacterial flora of 
the mouth, and in this connection he emphasized 
the importance of B. acidophilus. Dr. I. H. 
Maclean believed that the primary cause was a 
fault in the enamel, the causal organism being 
at present unknown. Dr. F. W. Broderick 
thought that dental caries was not a disease 
entity, but, rather, a symptom of a general con- 
stitutional disturbance. It was necessary to 
postulate that caries and pyorrhcea were op- 
posite and antagonistic. Mr. J. G. Turner be- 
lieved that general carbohydrate stagnation was 
the one factor beyond doubt, though there were 
others. He found that caries spread no more 
rapidly in hyperplastic than in normal areas, 
and that caries and pyorrhea could oceur simul- 
taneously. Dr. Kathleen Vaughan thought that 
sunlight was a more important factor in the 
prevention of rickets and caries than was diet. 
Sir Frank Collyer, who presided, found that 
dental caries was commoner in captive than in 
wild monkeys. In the former it always started 
where food lodged, while in the latter it followed 
trauma. Monkeys which normally fed on a 
vegetarian diet in a wild state were free from 
caries, though their enamel was not highly calci- 
fied. He considered that caries in captive and 
domestic animals was due to the fermentable 
carbohydrate in the diet. 

In view of all this it seems clear that the con- 
dition of dental caries will have to be studied 
more fully, not only in man but also in the 
lower animals. No doubt, as with most diseases, 
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there are predisposing as well as exciting causes, 
but the exact determination of these, their re- 
lative importance, and their mutual relation- 
ships still remain to be settled. 

A.G.N. 


Can These Dry Bones Live? 


Nothing can be drier to most people than 
statistics. Their value, when accurately com- 
piled, is beyond dispute, but it takes a genius 
to galvanize them into life. Such a genius was 
William Farr. What he did for statistics was 
told in an entertaining fashion by Prof. Major 
Greenwood in the Section of Epidemiology and 
State Medicine of the Royal Society of Medicine 
some time ago in an address entitled ‘‘The 
General Register Office,’’ a subject which was 
suggested by the retirement of Dr. T. H. C. 
Stevenson, a Jenner Medallist of the Society, 
from his post at Somerset House. 

Professor Greenwood said that the General 
Register Office was a wonderful institution and 
that, perhaps, its publications between the years 
1850 and 1880 contained more valuable contri- 
butions to the knowledge of the theory and 
practice of vital and medical statistics than 
were made by all other contemporary official and 
private investigators throughout the world. 
That this was so was due to William Farr. 

Farr was the son of a farm labourer in Shrop- 
shire and received a somewhat scanty education. 
He became apprenticed to a medical practitioner 
in Shrewsbury and qualified for the L.S.A. in 
London, where he started practice in 1833. His 
pathway was by no means easy, and after some 
digressions into medical journalism he was ap- 
pointed compiler of abstracts in the new General 
Register Office, a post which he occupied until 
1880. From the first Farr’s hand was seen in 
the annual reports. Professor Greenwood com- 


MILK IRRADIATED BY CARBON ARC LAMP: CLINICAL 
AND LasporatTory Stupy or RickeTs.—-A. F. Hess and 
J. M. Lewis activated pasteurized milk by means of 
carbon are rays, the radiant energy being carefully 
controlled and measured. They found that sixteen 
seconds’ exposure was sufficient to render the milk highly 
antirachitic. A clinical test of this product in the pre- 
vention and cure of infantile rickets demonstrated that 
it is a highly effective antirachitic agent which can 
be relied on. Less than one quart daily sufficed to 
protect even Negro infants. The great advantage of 
using activated milk, both fluid and dry, in the pro- 
phylaxis of rickets is that this measure furnishes an 
automatic method of therapy and likewise provides 
ealcium and phosphorus. Laboratory tests of this milk 
showed that it contained a comparatively small number 
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ments after this fashion: ‘‘The letting loose in 
this way of an inquisitive, widely-read enthusi- 
ast, with a flair for the meaning of statistical 
statements, was a great piece of luck. How he 
organized the vital statistics need not be told, 
for it was part of the common knowledge of 
educated men. How, directly and indirectly— 
through Simon—he stirred the public conscience 
was also known. Perhaps his curious little 
hunts of statistical hares were less appreciated, 
but a young medical statistician in want of a 
subject for research should read the annual re- 
ports steadily; he would find in their pages a 
sufficient number of suggestions for innumerable 
theses.’ 

On his retirement Farr was succeeded by 
William Ogle, the originator of corrected or 
standardized death rates, and after him came 
Tatham, a competent statistician, but, Professor 
Greenwood remarks, the individuality or quaint- 
ness which had made the publications of the 
office so attractive. had evaporated. Then came 
Stevenson, who recaptured much of Farr’s 
spirit. ‘‘Not that he wrote like Farr, but, like 
Farr, he had been interested, to use a Farr-like 
metaphor, ‘in the people going up and down to 
Camelot, whose shadows appeared in the mirror 
of Shalott, set up in the Strand.’ He had told 
the story of infant mortality in a way to inform 
the mind and touch the heart.’ 

It is no small achievement to take the dry 
bones of official statistics and make them live 
again, not only in the minds of those mathemati- 
eally disposed, but in the minds of the medical 
profession, the philanthropic, and, perhaps, 
most difficult of all, in the minds of the general 
public. But only when this is done, and when 
musty and fusty records are translated into 
terms of public welfare, does the preservation 
of statistics receive its full justification. a 

A.G.N. 


of antirachitic units as judged by the standard rat 
assay. In view of the excellent clinical results, it is 
evident that the established method of assay cannot be 
relied on to appraise the value of irradiated milk for 
infants. This discrepancy in standardization was found 
also to hold true for tests of milk from cows which 
had been fed irradiated yeast (‘‘yeast milk’’). The 
indications for various antirachitic agents are discussed 
and appraised of irradiated milk, fluid and dry, ‘‘ yeast 
milk,’’ cod liver oil, viosterol, irradiated yeast, and direct 
ultraviolet irradiation. Some of these measures are of 
value in the prevention and others for the cure of 
rickets, some for urban and others for rural communities. 
The authors believe that the use of irradiated fluid milk 
probably will be restricted to cities——J. Am. M. Ass., 
1932, 99: 647. 
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VITAL STAINING* 
By FReEpDeERIcK SMITH 
Montreal 


The introduction of dyes into the tissues of 
living animals has lent itself to a variety of 
purposes. In the sphere of practical medicine, 
tests for liver and kidney efficiency have their 
basis in the ability of these organs to excrete 
dyestuffs brought to them in the blood stream. 
The volume of the: circulating blood has been 
determined (but not accurately) by the intra- 
venous injection of a known amount of a solution 
of a dye, such as Vital Red, and the colorimetric 
estimation of its concentration in the plasma 
after a period allowing for its uniform mixing 
with the blood. The various body cells, grouped 
together under the much-abused title ‘‘reticulo- 
endothelial system ”’—a collection of cells credited 
with a long list of functions, from general body 
scavenging to the manufacture of bile pigment 
and antibodies, have been investigated by means 


— 
capillary venule 


of such colloidal dyes as lithium carmine and 
indicators such as litmus.The methods to be 
referred to in the present paper, however, are 
those used to investigate the capillaries. 

The ultimate object of all the processes of 
digestion and absorption of foodstuffs from the 
gut and of oxygen from the lungs is the service 
of these materials to the tissue cells. The blood 
stream is at once the distributing agent and the 
collector of waste metabolic products to be 
carried away for excretion. All this exchange 
takes place chiefly in the capillaries. 

These little vessels are minute, hair-like tubes 
connecting the smallest arterioles with the 
smallest venules. In magnitude they vary to 
some extent. They are of the order of 1.0 mm. 
in length, and may be so narrow that an erythro- 
eyte is squeezed out of shape in its passage 
through. The wall is exceedingly thin, and is 
composed of flat endothelial cells cemented to- 
gether at theirmargins. The arteriole and venule 
are lined by this same endothelium. The arteri- 
ole, however, is coated with a layer of unstriated 
muscle cells, and the venule by a thin layer of con- 
nective tissue with an occasional muscle cell; their 
walls are consequently very much thicker than 
that of the capillary. In the latter, however, thin 


arfersole 


*From the Department of Bacteriology, McGill 
University. 


walls of endothelium alone divide the tissue cells 
and tissue fluid from the blood. Both blood and 
tissue fluid are essentially dilute aqueous solutions 
of electrolytes and crystalloids, containing some 
protein and cells. Under normal conditions the 
capillary wall presents a fairly complete barrier 
to the proteins of the blood, but electrolytes, 
crystalloids and the medium in which they are 
dissolved—water— pass readily through in either 
direction, to or from the blood. It becomes 
pertinent to inquire into some of the factors 
governing this exchange, and whether solvent 
and solute obey the same laws. 

The occurrence of cedema, that is, excess of 
interstitial fluid with low serum protein, is 
familiar to everyone. Starling, as long ago as 
1898, taught the importance of the osmotic 
attraction of the blood colloids in determining the 
transudation of fluid through the capillary wall. 
Although lacking at that time a satisfactory 
method of measuring either protein osmotic 
pressure or the true hydrostatic pressure of the 
blood in a capillary, he postulated that at the 
arterial end of a capillary the blood pressure is 
greater than the osmotic, and so fluid is forced 
out, to be reabsorbed at the venous end, where 
the blood pressure has fallen below the osmotic. 
Only after serum depletion would the balance 
be disturbed and excess fluid be forced out to 
appear in the tissues as cedema. This hypo- 
thesis has received abundant support in recent 
years from direct measurements of capillary blood 
pressure and accurate observations on osmotic 
pressure. The theory tacitly assumes the capil- 
lary to be equally permeable along its whole 
length, and, for the facts to fit, to be strictly 
impermeable to protein, so that the osmotic 
pressure of blood as measured in vitro may exert 
its entire theoretical pull in vivo, unbalanced by 
any protein in the tissue spaces. We know now 
that a capillary is not uniformly permeable, is 
not strictly impermeable to protein, and that 
tissue fluid does contain a certain undetermined 
amount of serum protein. It is to be noted 
that this explanation of’ osmotic and hydro- 
static control of cedema and of the normal 
transfer of fluid through the capillary wall, incom- 
plete as it still is, deals only with solvent, and 
makes no mention of the nutritive and waste 
materials dissolved therein. 

The lack of colour of the normal physiological 
substances held in solution in the blood renders 
impossible the direct observation of their transit 
through capillary walls. Deductions must be 
drawn from the behaviour of inert, innocuous dyes 
injected intravenously, and the attempt made to 
correlate this with the sequence of events in the 
normal animal. With this end in view, a whole 
range of dyes has been investigated. Those 
possessed of any toxic properties, as evidenced 
by their effect on blood pressure, were eliminated. 
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The diffusibilities of the remainder were measured 
so that at one end of the scale is Patent Blue V, 
about as diffusible in water as glucose, and at the 
other end Chicago Blue 6 B, about one-tenth as 
diffusible as glucose. The passage of Patent 
Blue from blood to tissue fluid takes’ place with 
extreme rapidity. Chicago Blue functions after 
the fashion of a slow-motion camera, slowing up 
the changes to a rate that permits of accurate 
observations. To obviate as far as possible 
changes in blood volume, all solutions introduced 
into the blood stream were isotonic with the blood, 
and minimal in volume, compatible with an 
intensity of colour sufficient to make the tissue 
staining easy to follow. Voluntary muscle offers 
an ideal vascular arrangement for the study of 
these problems. The arterioles and venules 
are disposed alternately in the same plane, at 
approximately right angles to the muscle fibres. 
The numerous, parallel capillaries which bridge 
the gaps between are, in the rabbit, often more 
than 1 mm. in length. The technique adopted 
by Peyton Rous and his associates to follow the 
distribution of these vital dyes was to insert a 
window over the external oblique. With the 
anesthetized animal lying on its back, an oval 
piece of shaven skin and subcutaneous tissue is 
removed, and a piece of thin flexible mica in- 
serted into the opening thus made over the 
muscle, which is illuminated by the cooled light 
from an arc lamp and watched through a binocu- 
lar dissecting microscope. 

A few seconds after the intravenous injection 
of Chicago Blue the arterioles and venules in the 
external oblique stand out blackish blue to their 
finest ramifications. The region between them 
now has an indistinct, azure striation owing to 
dye in the capillaries. These can be readily 
made out with the high power. The extravascu- 
lar tissue itself is unstained. In five minutes or 
so a gradually intensifying blue mist appears in 
the region served by the last third of each set of 
capillaries connecting transverse arteriole with 
transverse venule. With a low magnification 
the arterioles are easily recognizable in the midst 
of completely unstained tissue, whereas each of 
the venules alternating with them is surrounded 
by a blue cloud with fading margins. The stain 
has escaped into the tissues, for it persists when 
the vessels are washed out with saline. It is to 
be noted that this distribution of staining, 
maximal at the venous end of the capillary, is 
precisely the converse of what the Starling hypo- 
thesis demands. 

With a more highly diffusible dye, staining 
takes place rapidly along the whole capillary 
length, but still in greater degree towards the 
venule. If the dose of such a dye is reduced, a 
point is reached where loss of dye in the first 
portion of the capillary leaves the blood almost 
unstained when it enters the venule. Even so, 
this decreasing trace of residual dye leaves the 
capillary with increasing ease as the venule is 
neared, and uniform staining along the whole 
length of the little vessel is the result. 





In animals bled to the point where .there is 
the merest trickle of blood through the muscle, 
the same sequence of events occurs, nor is there 
any difference in animals whose serum protein 
has been experimentally increased or decreased 
by one half, other than can be accounted for by 
the differing concentrations of dye-adsorbing 
serum. In other words, although hydrostatic 
and osmotic pressures may control the movement 
of the water through the capillary wall, they have 
no perceptible influence on the substances in 
solution. These diffuse at a rate depending on 
the permeability of the barrier opposed to them 
and on their molecular size. 

It is clear from experiments such as these that 
the permeability of the capillaries in the skeletal 
muscles of mammals increases progressively 
along their course and is greater where they pass 
into the venules. The conclusion seems justified 
that the gradient of permeability responsible 
for the bars of colour when a highly diffusible 
dye is brought in abundance to the tissue leads 
merely to its equal distribution when little is 
available. Inequalities develop only when so 
much dye is lost along the capillary channel 
that it counteracts the influence of the gradient. 
Of these dyes Patent Blue V most nearly ap- 
proaches a normal food stuff in diffusibility. In 
water it spreads about as fast as glucose but in 
gelatin less than one-third as rapidly. There is 
no reason to believe that a gradient which pro- 
foundly influences the distribution of highly 
various vital stains will fail of effect on other 
substances. One may suppose that it acts to 
offset the progressive loss of normal stuffs along 
the capillary way, with the result that the tissue 
cells everywhere receive the same amount of food. 

In mammalian skin the vascularization is far 
less regular than in voluntary muscle, yet experi- 
ments prove that the opportunity for dyes to 
pass into the tissues increases along the further 
part of the capillaries and is greatest in the region 
of the venules. That exchange between blood 
and tissues may take place in part through the 
walls of venules has long been inferred on ana- 
tomical grounds. Krogh pointed out that in 
human skin there are practically no capillaries 
except in the papille, and he infers that exchange 
with the tissues must take place mainly through 
the walls of the venules which he aptly terms 
‘‘giant capillaries.’ It seems justifiable to assume 
that the skin venules are differentiated for special 
purposes, and the known functions of the skin 
provide a clue to these. They demand not only 
an abundant vascularization, but conditions 
which can only be provided by broad, thin- 
walled vessels with a slow current. In mammals 
generally the skin is one of the main depots of 
reserve water. There are important occasions, 
notably after hemorrhage, when water must be 
mobilized for circulatory purposes. The broad, 
highly permeable venular channels provide oppor- 
tunities for this. The skin is a protective ‘organ 
continually subject to slight traumata and to 





Oct. 1932] 


local infections. Leucocytes get out much sooner 
and easier from venules than from capillaries; 
and when these cells become attached to the 
capillary wall, as a first step towards emigration, 
they are frequently dislodged by the swift 
current and carried away. This does not happen 
in the venules. which provide ideal conditions 
for migration. 

It is impossible within the scope of a short 
article to give either detailed descriptions of 
experimental procedures or an adequate survey 
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of the whole field of vital staining, but these 
notes should be sufficient to indicate the value 
of methods whereby microscopic structures can 
be rendered visible without damage to the intact, 
living animal. By no means the least significant 
sphere of usefulness is the application to the 
study of the circulatory systems of some of the 
lower forms of animal life—for example, Limulus, 
the king crab—where the absence of hemoglobin 
from the blood complicates the problem all the 
more. 


Men and Books 


CLAUDE BERNARD AND THE FUTURE 
OF MEDICINE* 


By J. F. Futon, M.D., 
New Haven, Conn. 


‘*Man can do a great deal by observation and 
thinking, but with them alone he cannot unravel the 
mysteries of Nature. Had it been possible the Greeks 
would have done it; and could Plato and Aristotle have 
grasped the value of experiment in the progress of 
human knowledge, the course of European history might 
have been very different.’’ (Osler: ‘‘Man’s Redemption 
of Man’’, London, 1910, p. 22.) 


AM very happy indeed to have the oppor- 

tunity of addressing this society at its annual 
meeting, for it has been my privilege in the 
not-too-remote past to have been a member of 
two of the thirteen clubs and societies named 
after William Osler. The Society at Montreal 
brings one, however, nearer to the memory of 
your patron saint than the groups which have 
sprung up elsewhere in the world, for here 
Osler worked as an undergraduate in medicine; 
and I am sure that it was the rich memories of 
his student days that caused him to leave to you 
the thing that was nearest to his heart. I am 
inclined to look upon Osler’s books as the most 
precious heritage that has ever come to a school 
of medicine in North America. Any institution 
ean erect buildings and acquire wealth—some 
acquire great men, and a few, great teachers; 
but very few come to be endowed with that 
intangible humanity which Osler brought to 
each school in which he laboured. The subtle 
influence he exerted is, unhappily, as ephemeral 
as it is intangible; yet, as Milton has said, the 
spirit of man lurks in his books, and it is there- 
fore given to you to carry on the spirit of 


* Address at the annual dinner of the Osler Society, 
McGill University, Montreal, March 19, 1932. 





Osler’s life and work. I hope you will treat it 
as a joyous duty. | 

Osler’s nature sloped toward the sunny side 
and he went through life whimsically and light- 
ly. He was on intimate terms with Plato and 
Marcus Aurelius as well as with James Atkinson 
and Rabelais; he enjoyed the quiet company of 
Erasmus and Conrad Gesner quite as much as 
that of Lorenzo the Magnificent. And they all 
seemed as real to him as his next-door neigh- 
bours, and less inconvenient! Few people have 
a more intimate nodding acquaintance with 
Osler’s special friends than his nephew, Dr. 
Francis. His broad and sympathetic erudition 
must already be well known to you, for, like 
Osler himself, no one could be more willing than 
he to share his knowledge, or more quick to 
prepare an intellectual feast for anyone who 
knocks at his door. Dr. Francis has an uneanny 
way of knowing what Ambroise Paré had for 
breakfast as well as the nocturnal habits of 
William Harvey, and if you wish to be detained 
I suggest that you ask him about the author of 
‘‘Pantagruel’’! 


I. 


The link between Osler and Claude Bernard 
is not a personal link, and to many of you it 
may not seem very real. His birthday, how- 
ever—July 12—coincided with Osler’s. Bernard 
was born in 1813 and died in 1878, four years 
after Sir William had studied physiology in the 
laboratory of Burdon-Sanderson in London, and 
medicine in Berlin and Vienna. Bernard died 
about four months before Osler’s first visit to 
Paris in 1878. The influence of Bernard’s 
writings on the English school of physiology 
was great and it came to be strongly felt in 
London about this time, as Foster has testified 
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in his biography of Bernard. I am tempted 
here to read you Foster’s dedication : 


To THE PHYSIOLOGISTS OF FRANCE, 

both to those who had the happiness to know 
Claude Bernard in the flesh, and to those who, 
like myself, never saw his face, this little 
sketch is dedicated in the hope that 
as he has been to me a father in 
our common science, so I may 
be allowed to look upon 
them as brethren. 

You will remember that Sir William came 
back to Montreal in 1874 to take the appoint- 
ment of Lecturer on the Institutes of Medicine. 
This title, which had been borrowed from Edin- 
burgh by nearly all medical schools of the 
Empire and the United States, arose from 
Boerhaave’s book, Institutiones Medica, pub- 
lished in 1708, which was an attempt to give 
medical students the background in funda- 
mental science which they needed for the study 
of medicine. A pupil of Boerhaave, one Andrew 
Sinclair, returned to Edinburgh in 1726 and 
began to read Boerhaave’s lectures in Latin to 
his students. For this perfunctory duty he re- 
ceived the title of ‘‘Professor of the Institutes 
of Medicine.’’ His successor, Robert Whytt 
(who first described the reflex response of the 
pupils to light), gave lectures in English and 
brought physiological demonstrations to his 
classrooms in a thoroughly modern spirit. This, 
then, was the beginning of the teaching of 
physiology in the English-speaking world, and 
throughout the 19th century the chairs devoted 
to this subject retained the title of Institutes 
of Medicine. 

Osler therefore began his career lecturing on 
the ‘‘Institutes’’, as it was familiarly called, 
and he brought to his task the spirit of English 
and Continental physiological teaching. He 
does not mention having seen Bernard in the 
flesh,* but his regard for him is evident in 
Osler’s subsequent writings. Of the various in- 
dividuals included in his ‘‘ Bibliotheca Prima’’,? 
Bernard and Helmholtz are the only names ap- 
pearing of men who devoted their lives to the 
advancement of physiology as a separate science. 
Helmholtz, however, divided his interests and 


*Dr. Francis draws my attention to the fact that 
Bernard is mentioned twice in the Canadian Medical and 
Surgical Journal, 1878-9, first in an unsigned review, 
possibly by Osler. ‘‘. . to Bernard,’’ it says, 
‘‘perhaps, is due the merit of first applying the principle 
of the action of drugs in the elucidation of physiological 
facts.’? The second note relates to the election of 
Brown-Séquard as Bernard’s successor. 
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ultimately abandoned physiology for physies. 
I wish we knew more concerning the contents of 
Osler’s early lectures at McGill, for this might 
give us further information concerning the 
extent to which Bernard’s teachings had in- 
fluenced him at that time. 

In selecting a title for my remarks this even- 
ing I was rather disturbed, because I had wished 
to refer to the ‘‘internal environment of Claude 
Bernard.’’ It was obvious that this would not 
do and so on re-arranging the title I was rather 
alarmed to come out with ‘‘Claude Bernard and 
his internal environment’’. Abandoning these 
really appropriate designations, I ultimately 
settled on the more prosaic title which you have 
just heard. Probably you wonder what Claude 
Bernard’s ‘‘internal environment’’ has to do 
with the future of medicine. I shall try to tell 
you. 


II. 


Born at St-Julien, Rhone, July 12, 1813, 
Claude Bernard was the only son of a proprietor 
of a small rural vineyard. After a scanty educa- 
tion obtained from the village priest and later 
from a Jesuit school of Villefranche, a neigh- 
bouring town, he became apprenticed at Lyons 
to a pharmacist, with whom he remained for 
about two years dispensing medicines. Increas- 
ing dissatisfaction with the inaccuracy and out- 
right charlatanry which he observed, both in his 
master and in the physicians whom he served, 
caused him to give up the work, and at the age 
of 21 he betook himself to Paris with a few 
franes in his pocket and under his arm a manu- 
script of a play entitled ‘‘ Arthur de Bretagne.’”* 
This he promptly submitted to the critic, Saint- 
Mare Girardin, to whom he had a letter of 
introduction. The play had merit and was ulti- 
mately published after Bernard’s death, but the 
great critic did not encourage the young aspir- 
ant and told him, perhaps rightly, that he 
would be more likely to gain a livelihood if he 
pursued the study of medicine. This was in 
the year 1834. He forthwith turned his atten- 
tion to medicine and, as A. W. Franklin® has 
happily expressed it: 

‘¢The child is father of the man: the Bernard of 
the dispensary bequeathed a generous inheritance to the 
mature Bernard of the laboratory. Doubt, the keynote 
of his experimental philosophy, was bred in him by the 


quackery which he discerned in the treatment of his 
master’s customers. Skill with his hands, the foundation 


* One of the founders of the Osler Club of London. 
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of his experimental success; was fostered by the work in 
the shop. The intuition of the poet by a change 01 
application became the intuition of the scientist, and 


ambition filled him with a fruitful discontent.’’ (p. 2). 


One soon finds him dissecting in the labora- 
tory of the Collége de France, and new ideas 
were crowding in upon him; but he grew as 
impatient with the antiquated methods of in- 
struction in Paris schools of medicine as he had 
been with practices of Lyons pharmacists, and 
his contempt and distrust almost cost him his 
future. In 1839 he was ranked 26th in a group 
of 29 candidates in an important competitive 
examination. However, he was rescued from 
oblivion two years later (1841) by the gruff 
Magendie, who, on observing his painstaking 
work, suddenly exclaimed bluntly : ‘‘ Dites done, 
je vous prends pour mon préparateur au Collége 
de France.’’ This was the opportunity of his 
life, but from the very beginning of his associa- 
tion with Magendie he exerted his independence 
of mind. The relations between Magendie and 
Bernard form one of the most significant epi- 
sodes in modern physiology. Foster’ described 
them thus: 

‘*In spite of the personal influences which Magendie 
must have exerted on him, the young assistant had the 
genius to strike out a path for himself. While recogniz- 
ing, as clearly as did his master, the value of experiment 
as the final test of all physiological views, he, on the one 
hand, deposed experiment from its false throne, making 
it the servant and not the master of reasoned specula- 
tions; and, on the other hand, as we shall see, extended 
its domains, showing how, under proper use, it could be 
applied without distinction to all the phenomena of life. 
In doing so the pupil went far beyond the master; that 
which the multitude of blind experiments made by the 
latter have left behind as a lasting contribution to 
physiological science is but little compared to that which 
has come from the much fewer experiments of the 


former, guided as they were in every case by previous 
meditation and thought.’’ (pp. 41 and 42). 


In 1843, there began an outpouring of papers 
which continued nearly until the day of his 
death in 1878. He began with the chorda 
tympani® and in May published an account of 
the anatomy and alleged secretory activity in- 
duced by stimulation of this nerve—in which, 
incidentally, his anatomy was correct and his 
physiology quite wrong. A few months later 
appeared his Thése de Paris,® on the functions 
of the gastric juice, in which he made the sig- 
nificant observation that cane sugar injected 
into a vein could be recovered from the urine, 
while, if introduced through the stomach, it is 
retained by the body and apparently utilized. 
The following year the minute anatomy and the 
functions of the spinal accessory nerve were 
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thoroughly elucidated.’ Then came the memor- 
able series of investigations on the glycogenic 
functions of the liver, which began in the late 
’40’s and culminated in 1857 with the isolation 
and baptism of glycogen. In this interval many 
papers had appeared, and taken together they 
tell a most romantic story. 


III. 


Nearly a hundred years have elapsed since 
Bernard began to dissect in Paris, and as we 
look back over that period of time it is difficult 
to discover what led him to associate the ac- 
tivity of the nervous system with the metabolic 
functions of the body. Magendie had aroused 
his interest in studying the functions of indi- 
vidual nerves. Bernard then made the impor- 
tant observation that cane sugar became changed 
in the stomach to dextrose and by this altera- 
tion was made available to the tissues of the 
body. In his thesis he also made another sig- 
nificant discovery, namely, that the hydrochloric 
acid of the gastric juice is produced in the 
superficial layers of secreting cells. This he 
showed by simultaneous injection of potassium 
ferrocyanide and ferrous sulphate. Do the 
nerves to the stomach have any influence upon 
this secretory process? This was the immediate 
problem, and many would have been content to 
let it rest there. But Bernard had a vision of 
larger and more fundamental processes. If 
nerves control the secretion of the stomach, then 
might they not also control the processes of 
secretion elsewhere in the body, in the pancreas, 
for example, or in the liver? Perhaps an an- 
swer to this could be obtained by the study of° 
the fate of dextrose absorbed from the intestine. 
I shall not recount the details in the discovery 
of glycogen, for these are undoubtedly familiar. 
He found that after the ingestion of large quan- 
tities of carbohydrate the vessels leading from 
the liver were filled with sugar. From this he 
drew the correct but misleading inference that 
the liver does not destroy sugar. But his con- 
sternation was great when, a few days later, an 
animal fed on protein was found at the height 
of digestion to have its efferent hepatic vessels 
still filled with sugar. Anyone with less insight 
would have been, perhaps, discouraged by this 
unexpected finding, but Bernard was quick to 
make the correct inference, namely, that the 
liver was capable of manufacturing sugars from 
some parent substance, possibly not carbo- 
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hydrate in nature. Then came his liver perfu- 
sion experiments and, ultimately, the isolation 
of glycogen in 1857.° 

During these eight years of intensive study 
he had not forgotten his initial problem of the 
relation of the nervous system to carbohydrate 
metabolism. In fact, many of his experiments 
were determined by this underlying interest. He 
imagined that stimulation of the vagus nerves 
eaused mobilization of sugar, and the fact that 
an injury to the floor of the fourth ventricle in 
the area of the vagus nucleus caused an outpour- 
ing of sugar in the blood gave, as he thought, 
clear evidence of his initial premise. However he 
was quick to correct his inference, since he sub- 
sequently found that on stimulation of both 
vagus nerves no sugar appeared. But the fact 
that injury to a discrete part of the nervous 
system caused ‘‘diabetes’’ was exceedingly im- 
portant in his estimation, and it probably formed 
the basis of the great generalization of which 
we shall presently speak. It is interesting to 
recall that the announcement of the results of 
medullary piqtire occupied only eight lines of 
the Comptes Rendus,® which ran as follows: 


‘“M. Claude Bernard a déja montré 4 la Société 
qu’en piquant un certain point du quatriéme ventricule 
chez les lapins, on les rendait diabétiques. Cette ex- 
périence remarquable n’avait pas encore été tentée par 
lui sur d’autres animaux. [I] annonce aujourd’hui 4 la 
Société qu’il 1’a répétée sur un chien et qu’elle a com- 
plétement réussi. Les urines examinées avant 1’ex- 
périence étaient sans sucre; vingt minutes aprés la 
piqire, elles en contenaient d’une maniére notable. Du 
reste, il n’y a pas de changement dans les autres 
éléments de l’urine, ni dans 1l’urée, ni dans les phos- 
phates. ’’ 

It is also worthy of note that Bernard had 
no quantitative methods for the determination 
of sugar. He merely used the cupric sulphate 
reaction which had been recently introduced for 
the detection of reducing substances (*; see also 
1, p. 70); as is well known, it is insensitive to 


the resting blood-sugar level of 80 to 100 mgrm. 
IV. 


The most penetrating critical estimate of 
Bernard, in my opinion, is that of L. L. Hender- 
son. In the Introduction to Greene’s American 
translation™ of the Introduction a l’étude de la 
médecine expérimentale (1865), Henderson, in 
commenting upon Bernard’s conception of gen- 
eral physiology, observes: 

‘‘No man is a true prophet otherwise than through 
the possession of such intimate knowledge of a subject 


that he is able to say, ‘Thus matters must develop.’ 
Such was Claude Bernard’s prophecy of the future of 
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his own science. 
become so perfect that the future could not be wholly 


His understanding of physiology had 


doubtful. He knew where the path must lead, and it is 
this that makes his book so amazingly modern. 
Physiology, as defined and understood in this book 
Médecine expérimentale, with general physiology as its 
foundation, is the essential medical science. Medicine 
has passed through the empirical, the systematic, the 
nosological and the morphological stages and has entered 
upon the experimental stage. Thus it has finally become 
physiological, for physiology is the larger part of ex- 
perimental medicine.’’ (p. ix). 


It was Bernard’s prescience that has em- 
boldened me to speak of his relation to 
medicine of the future. It seems to me that in 
addition to his specific discoveries he made two 
great contributions which will affect the course 
of medicine in the years to come: (1) he 
taught biological investigators to think physio- 
logically; and (2) he put forward a theory of 
the regulation of living processes which has 
assumed an importance in modern physiology 
comparable to that of the theory of natural 
selection in structural biology. 

At a time when many biological investigators 
have come to worship statistics, mathematics, 
and quantitative methods as an end in them- 
selves—the alleged salvation of their science— 
it is well to be reminded of what physiological 
thinking really implies. Claude Bernard did 
not allow his instruments or his methods to 
become uppermost in his mind; for him they 
were merely tools and quantitative methods 
were utilized only when necessary for the end 
in view. He appreciated as few men before or 
since the limitations inherent in the study of 
living material. 

Bernard’s analysis of the physiological action 
of curare illustrates his habits of thought and 
methods of work perhaps better than any 
other of his researches. A small quantity of 
the Indian arrow poison had been sent to him 
by his friend, Pélouze, who had obtained it 
from Brazil. Bernard observed that it caused 
paralysis without convulsions,” and he at first 
set himself down as believing that the paralyz- 
ing action might be due to a peripheral sensory- 
motor paralysis..* He then considered the 
matter more carefully and performed the 
simple experiment of first ligating the artery 
to a limb and then administering curare. To 
his surprise he found that the sciatic nerve on 
that side was still capable of exciting its muscle 
and that, furthermore, touching of the skin any- 
where on the body was capable of causing reflex 
activity of the same muscle.** In other words, 
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Bernard by this simple procedure had proved 
that curare must be carried by the circulation 
and that it acts in such a way as to prevent a 
nerve from exciting its muscle, since, when 
directly stimulated, the muscles of a curarized 
animal respond vigorously. There were no 
galvanometers, no myographs—merely physio- 
logical thinking. And this, it seems to me, is 
one of the great messages which Bernard still 
has to offer. 

During the same period Bernard also inves- 
tigated the functions of the vasomotor nerves, 
describing first the result of section of the 
cervical sympathetic and subsequently the 
consequences of stimulation of this nerve 
trunk.** One of his most interesting conclu- 
sions, which he held to his dying day, was that 
the heat of a part from which the vasoconstriec- 
tor nerves had been removed was not due 
entirely to the increased circulation but to 
some fundamental metabolic alteration in the 
tissue itself’"—a contention which was un- 
doubtedly correct, but on which the last word 
has not yet been said. On this point he was 
severely criticized, and yet he reiterated his 
belief without being able clearly to state his 
reasons—one of the few instances in which he 
adhered to a doctrine without having ample 
evidence in its support. Many other examples 
of ‘‘physiological thinking’’ might be drawn 
from Claude. Bernard’s writings, but as these 
serve well to illustrate the point, we shall pass 
on to his second and much greater contribution. 


¥. 


In Foster’s life of Bernard? no mention is 
made of the conception of the ‘‘milieu in- 
térieur’’—the internal environment. He failed 
to mention it because at the time Foster wrote 
(1899) no one had realized the full significance 
of Bernard’s conception. Now, thanks largely 
to the investigations of Cannon, L. J. Hender- 
son’® and others, we can begin to appreciate 
the importance of Bernard’s doctrine. In brief 
it was simply this—that higher forms of life 
have become independent of their external 
environment owing to the fact that they have 
evolved a mechanism for maintaining almost 
absolute constancy of composition of the fluids 
which bathe the tissues.2° As Henderson™ has 


put it, ‘‘Constancy of the internal environ- 
ment is the condition of free and independent 
life.’’ 


(p. 8). On first thought there really is 
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nothing very striking in this pronouncement, 
and yet I am confident that it will one day be 
spoken of with as much reverence as Darwinism, 
perhaps even more. The biological implica- 
tions are vast, particularly in respect of the 
sciences of physiology and medicine. It is 
interesting to realize that Bernard’s principle 
was his final contribution to physiology, the 
book®® in which it is found being published 
within a few weeks of his death. 

The work of Dr. Cannon and his school has 
indicated that the autonomic division of the 
nervous system is largely responsible for main- 
taining the constancy of the internal environ- 
ment of the body, e.g., sugars, fats, calcium, 
oxygen, hydrogen-ion concentration, ete. Can- 
non has elected to term the process whereby 
internal stability is maintained, ‘‘homeostasis’’ 
and in a fascinating book published a few 
weeks ago, entitled The Wisdom of the Body, 
he tells in simple language the story of the 
various researches which gradually led him to 
appreciate the functional significance of the 
autonomic nervous system. In a diverting 
‘*Hpilogue’’ to the book he considers how the 
principles of homeostasis of the ‘‘body physio- 
logic’’ might be applied to increase the stability 
of the ‘‘body politic’’. He speaks of rotation 
of activity of the units of the social organism, 
of specialization of activity, and finally he con- 
soles us by, saying that stability is usually 
attained through the sacrifice of economy! In 
a recent letter, Dr. Cannon informs me that a 
colleague of his at the Harvard Business School 
has also written an epilogue to his book, Busi- 
ness Adrift, entitled ‘‘ Homeostasis in Business’’! 

Dr. Cannon’s work is of particular signifi- 
cance because of its emphasis on the nervous 
system. Bernard, as we have seen, had looked 
upon the nervous system as a regulator of 
metabolism, but he had obtained only scant 
information concerning the possible central 
mechanism concerned. When, therefore, he 
comes to discuss the relation of the nervous 
system to the internal environment, as he does 
on page 114 of the first volume of Phénoménes 
de la vie, he dismisses the question in a single 
prescient sentence, 7.e., that the central nervous 
system is called upon to regulate the harmony 
existing between all parts of the body.* And 

*<¢Seulement chez 1l’animal perfectionné a vie 


indépendante, le systéme nerveux est appelé A régler 
l’harmonie entre toutes ces conditions.’’ 
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in this forecast lie the greatest problems of 
physiology and medicine of the immediate 
future. 

_ Already we know that the sympathetic 
nervous system has an extensive representation 
within the central nervous system. From your 
midst have come several of the most important 
contributions to the knowledge of this signifi- 
cant new development in physiology. Dr. 
Penfield was thé’first to describe the syndrome 
of epilepsy of the sympathetic nervous system”? 
caused by pressure on the centres of the hypo- 
thalamus now known to regulate many im- 
portant metabolic functions of the body. A 
short time later, Beattie, Brow and Long?? 
published their monumental paper on the de- 
generations resulting from minute lesions in 
the hypothalamus, and found, incidentally, 
profound disturbances of vegetative function 
resulting from such injury. I need scarcely 
describe their beautiful analysis of the cardiac 
arrhythmias which result from disturbances of 
this region.** Long?* and his collaborators 
have made many important contributions to the 
regulation of carbohydrate and fat metabolism, 
and he has recently had the kindness to point 
out the shortcomings of the method which Dr. 
Himwich and I had employed for our determin- 
ation of blood fat. For this information we are 
sincerely grateful, as many others will be who 
have used the method. 

The fact that the chief cephalic ganglion of 
the sympathetic nervous system lies in the hypo- 
thalamus is now generally accepted. In addi- 
tion to this, however, many have suspected that 
there might also be a corresponding parasym- 
pathetic centre. Only a year ago Dr. Cushing*® 
obtained, on injecting pituitrin into the ven- 
tricles, results which appeared to him to indicate 
the existence of a parasympathetic centre in 
this region of the brain, and I am sure that 
all of you will take special pride in reading Dr. 
Beattie’s letter to Science?* announcing that 
stimulation of a discrete point in the tuber 
cineréum gives rise to action currents in the 
vagus nerve. 

Even more important, however, is the growing 
body of evidence indicating that the tuber 
cinereum is related to the functional activity of 
the stomach. Just a year ago in his Balfour 
Lecture, delivered at Toronto, Dr. Cushing?’ 
described three cases of acute perforating gastric 
uleer eoming on within a few hours after an 
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intracranial operation. He suggested that the 
accident was probably due in some way to dis- 
turbance of centres in the base of the brain. I 
need not go into the evidence which he offered 
for this surmise as this will presently be pub- 
lished. A short time later Light, Bishop and 
Kendall,?® working in the Surgical Laboratory 
at Harvard, found that injection of pilocarpine 
into the ventricles caused gastric ulceration in 
rabbits. Quite recently Keller,?® of the Univer- 
sity of Alabama, has found that section of the 
brain stem just anterior to the tuber cinereum 
leads to ulceration of the digestive tract in cats 
and dogs. In a recent number of the Canadian 
Medical Association Journal Dr. Beattie*® 
reports that stimulation of the tuber causes 
marked increase in peristalsis of the stomach, 
associated with an active watery secretion con- 
taining free hydrochloric acid, pepsin, and a 
trace of mucin. After stimulation for about 30 
minutes the mucous membrane of the stomach 
shows patches of hyperemia near the lesser 
curvature. Section of the vagi abolishes these 
gastric effects. It is evident, therefore, that a 
large number of investigators, working for the 
most part independently, have obtained results 
which, converging as they do, strongly sub- 
stantiate one another and form a basis for the 
conviction that many disturbances of the diges- 
tive and vasomotor system are due to disordered 
action of the central nervous system. 

In closing I should like once more to quote 
a striking paragraph from L. J. Henderson* 
(p. xi): 

‘*The sciences are not equal, nor do they preserve 
their rank unchanged as civilization moves on. During 
nearly a quarter of a millennium mechanics led all the 
others in intellectual interest and in influence upon 
European civilization. It will seem to many not too 
bold a prophecy, for the reasons that Claude Bernard has 
set forth, to look forward to a century in which physio- 
logy shall take a similar place. I.venture to believe that 
that position will be reached when the experimental 


method has made possible a rational science of 
organism. ’’ 
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It is a mistake to accept advice from an enemy, 
but permissible to hear it; and to act contrary to it is 
perfectly correct. 

Be cautious of what a foe tells thee to do, lest 
thou strike thy knee with the hand of pain; if he 
points thy way to the right like an arrow, deflect 
therefrom and take that to the left hand—Mazim XIX 
of the Sheik Sa’di of Shiraz. 





Hospital Service Department Wotes 


LIMITATION OF PERIOD FOR BRINGING 
ACTIONS FOR NEGLIGENCE OR 
MALPRACTICE 


Recently a large hospital was sued for an alleged 
negligent action on the part of one of its staff 
dating back five years, an interval which has 
made it very difficult for the defendant institution 
to summon pupil nurses, interns or other essential 
witnesses. In most of the provinces of Canada 
there is a reasonable limitation to the period 
during which action for negligence or malpractice 
may be instituted against a physician or surgeon, 
but it is not generally known that the period of 
limitation for entering suits for negligence against 
public hospitals may be governed only by the 
legal enactments limiting such suits in general. 
Recently the Department of Hospital Service 
made a study of the period within which actions 
for negligence might be brought against doctors 
and hospitals in the various provinces. A 
summary may be of interest to our readers. 

Action for negligence or malpractice against 
doctors must be instituted within one year of 
the termination of the professional services 
involved, in British Columbia, Alberta, Saskat- 
chewan, Manitoba, Ontario, Quebec, New Bruns- 
wick and Prince Edward Island. In Nova 
Scotia the medical profession is not so well 
protected, the period of limitation being six 
years. 

With respect to hospitals, the period of limita- 
tion for instituting suits for bodily injuries 
through negligence varies considerably in the 
different provinces. In Alberta and Quebec the 
hospitals are protected by a one-year limitation 
period similar to the medical profession. In 
Manitoba, action must be brought within two 
years after the cause of action arose. In 
Ontario, New Brunswick, Nova Scotia and 
Prince Edward Island hospitals may be sued for 
negligence causing bodily injury up to six years 
after alleged injury. In British Columbia we 
are advised that such actions would likely come 
under the six year proviso, although twelve 
months is the period provided for bringing any 
action against a person for acts done in pursuance 
of a public duty or authority. In Saskatchewan 
the law is not clear; while six years is the general 
period of limitation for actions of tort, injuries 
to the person would seem to be limited to four 
years and, if the action could be brought under 
the Public Officers’ Protection Act, the period 
would be limited to twelve months. 

This varying period of limitations is of vital 
concern to hospitals and to hospital staffs be- 
cause of the prevalent custom of destroying 


All communications intended for the Department 
of Hospital Service of the Canadian Medical Associa- 
tion should be addressed to Dr. Harvey Agnew, 
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nurses’ notes and of weeding out presumably 
normal roentgenograms after a certain period 
of time, frequently one year. In case of suit, 
these apparently valueless exhibits may prove of 
the utmost importance and should not be des- 
troyed until after the expiration of this limitation 
period, particularly where the possibility of 
suit issensed. The period of six years, prevailing 
in sO many provinces, is particularly unfair, as 
the defence of the hospital rests so often upon 
the evidence of nurses or interns who may, long 
before the six year period is up, be scattered to 
the four corners of the world. In Ontario this 
provision is being vigorously attacked by the 
Ontario Hospital Association. 





CONSULTING ROOMS IN HOSPITALS 


Several hospital administrators have enquired 
if members of the hospital staff should be en- 
couraged to bring outside patients to the hospital 
for examination, or if facilities should be arranged 
whereby the doctors can be consulted by their 
patients during their hours at the hospital. The 
answer should be decidedly in the affirmative. 
It is in the best interests of the hospital to en- 
courage the doctors to use the hospital as much 
as possible. The closer the interest and relation- 
ship, the greater and more efficient will be the 
service to the public. For divers reasons it may 
be impossible for the patient to await the doctor’s 
consulting hour. Should the doctor be forced 
to curtail his hospital visit (and in these days he 
cannot afford to refuse a private call) his private 
patients in the hospital will be disappointed 
with his momentary visit and his ward charges 
may not see him at all. Far better is it that 
the impatient patient come to the hospital where 
he can be seen between operations or ward 
rounds and the morning schedule be maintained. 
Moreover, the doctor may be able to make a 
more satisfactory study in the hospital than in 
his office, should it be necessary to utilize the 
hospital’s diagnostic facilities or technical staff. 

As a matter of fact, many hospitals provide 
consulting rooms now for their medical staffs. 
In some various staff members maintain regular 
consulting hours in rooms especially set aside 
for them. In several very large hospitals and 
in several small town hospitals certain doctors 
have no other office than that provided in the 
hospital. 

Should the doctors pay for these privileges? 
One’s observation in various parts of Canada 
indicates that the local situation affects the 
arrangement, particularly with respect to the 
maintenance of a private office by a staff member, 
in which case the doctor is often on a part or full 
time salary basis. However, where the arrange- 
ment would be merely the providing of a room 
for the use of any member of the attending staff, 
it seems to be generally agreed that there should 
be no charge for the use of the room, such con- 
cession being but a small recompense for the many 
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gratuitous services to the hospital by the medical 
staff. However, when supplies, such as bandages 
or adhesive tape, are used, or when the laboratory 
services or the nursing staff are utilized, such 
should be paid for at a rate to be decided upon 
by the superintendent and the medical advisory 


committee. The medical staff should agree also 
that the provision of this room for consulting pur- 
poses should not interfere in any way with the 
legitimate revenue of the hospital for the use of 
the emergency or minor operating room for 
accident work or for subsequent dressings done 
by the nurses. 





HOSPITALS ACCEPTING PAYMENT BY 
BARTER 


Hospitals, like individuals, are finding it in- 
creasingly difficult to obtain cash payments for 
services rendered, and many hospitals in the 
smaller places, realizing that book debts can 
shrink in value at a rate that would shock even 
a member of a stock exchange, are accepting, 
like the country minister, the equivalent in 
produce. Much of this produce, particularly 
vegetables and meat, can be used in the hospital, 
while the remainder can be sold. The arrange- 
ment is not altogether satisfactory, as top current 
prices are paid, there is more wastage and con- 
fusion and added work is thrown upon the 
administrator, but it permits the hospital to 
collect what otherwise would be uncollectable, 
and it permits the ex-patient to honourably dis- 
charge his obligation and to that extent delays 
his descent into the ever-growing pauper class. 

Some hospitals are utilizing the services of the 
unemployed former patients to do repair work, 
painting or minor construction. This, of course, 
is only possible where there can be an intimate 
contact between the hospital and the community 
served. The most recent hospital to report the 
utilization of these methods is the Hétel-Dieu at 
Campbellton. At the Maritime Conference held 
at Saint John this summer it was reported that, 
during the last winter and spring, the equivalent 
of some twelve hundred dollars had been collected 
by this hospital, partly as produce and partly in 
the form of labour. 





ks APPROVAL OF HOSPITALS FOR 
INTERNSHIP 


Revisions in the list of hospitals approved for 
internship are now being made by the Depart- 
ment of Hospital Service of the Canadian Medical 
Association. This list, which was formerly pre- 
pared by the Council on Medical Education and 
Hospitals of the American Medical Association, 
was undertaken a couple of years ago by the 
Canadian Medical Association. By a mutual 
arrangement the lists are reciprocally recognized 
by the Canadian and American Associations, and 
the Canadian list is accepted for credit on 
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Licensing Examinations by the National Board 


of Medical Examiners. Superintendents or chiefs 
of staffs desiring to have their hospital data 
placed before the approval committee should 
communicate with the Secretary of the Depart- 
ment of Hospital Service, at 184 College Street, 
Toronto. 





Provincial Association Motes 


ANNUAL MEETING, DISTRICT NUMBER 
NINE, ONTARIO MEDICAL 
ASSOCIATION 


The annual meeting of District Nine of the 
Ontario Medical Association was held in St. 
Joseph’s Hospital, Sudbury, on September 5th. 
The program commenced at ten o’clock in the 
morning with a paper by Dr. W. B. Hendry, of 
Toronto, on ‘‘Modern aids to labour.’’ Dr, F. 
R. Miller, of London, then gave a sketch of 
‘One hundred years of functional neurology,”’ 
followed by brief remarks on ‘‘ Hospital prac- 
tice and the medical profession,’’ by Dr. G. 
Harvey Agnew, of the Department of Hospital 
Service of the Canadian Medical Association. 

At one o’clock, luncheon was served at 
Idylwylde Golf and Country Club, followed by 
a business meeting at which addresses were 
given by Dr. J. H. Holbrook, of Hamilton, and 
Dr. T. C. Routley, President and Secretary re- 
spectively, of the Ontario Medical Association, 
dealing with matters of interest to the medical 
profession. In the discussion following these 
addresses, it was evident that it was the feeling 
of those present that organized medicine, both 
provincial and national, should be whole-heart- 
edly supported. Finally, it was moved by Dr. 
W. J. Cook, seconded by Dr. R. H. Arthur, and 

' unanimously carried,— 


‘‘THAT, whereas it is our opinion that organized 
medicine in Canada is worthy of the support of all the 
medical profession; and, whereas it is our opinion that 
steps should be taken to further the interests of both 
the Ontario Medical Association and the Canadian Medi- 
cal Association; be it resolved that this meeting of 
District Number Nine of the Ontario Medical Association 
go on record as approving of a composite fee for 
membership in both associations; and that copies of this 
resolution be sent to the Canadian Medical Association 
and the Ontario Medical Association.’’ 


The problem of the medical care of indigents 
in unorganized districts came up for considera- 
tion, and many of those present expressed the 
feeling that the medical profession in unorgan- 
ized districts is not receiving the support it 
should from the Government; and, after quite 
a lengthy discussion, it was moved by Dr. J. E. 
McLean, of Capreol, seconded by Dr. H. H. 
Harvie, of Espanola, and carried unanimously,— 
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‘*THaT this District Number Nine of the Ontario 
Medical Association respectfully request the Provincial 
Government to accept the same responsibility in respect 
to indigent patients in unorganized territory as organized 
municipalities are under obligation to accept under 
Section 51 of the Ontario Public Health Act.’’ 


At 7.00 p.m., dinner was served in the Nickel 
Range Hotel, after which Dr. Geo. C. Hale, of 
London, gave a talk on ‘‘A clinical conception 
of nephritis.’’ As an addition to the program, 
Dr. R. I. Harris, of Toronto, gave an address on 
‘‘Sympathectomy in the treatment of. arterial 
disease.’’ The final address of the evening was 
by Dr. W. E. Gallie, of Toronto, on ‘‘Sprains 
and fractures.’’ 

Forty-five doctors were present and it was the 
general opinion that this was one of the most 
interesting meetings ever held in the District 
and that the hospitality accorded by the medical 
men of Sudbury could not be surpassed. 





University Motes 


Dalhousie University 


Dr. H. G. Grant has undertaken the responsi- 
bility as Dean of the Faculty of Medicine at 
Dalhousie University in succession to Dr. John 
Stewart, who retired at the end of the past 
session. His experience and reputation as an 
administrator in the Public Health Service of 
Virginia indicate that he possesses the qualities 
required for the successful discharge of these 
responsibilities. 





Dr. H. K. MacDonald has been appointed 
Head of the Department of Surgery in succes- 
sion to Dr. E. V. Hogan who resigned a few 
months ago. Dr. MacDonald has been associ- 
ated with the Department of Clinical Surgery 
since 1914, and his appointment is a recognition 
of well-tried merit. 


Most certain it is, amongst all these transitory 
Entertainments of our Lives, there is none more suit- 
able to the mind of man than this (the pursuit of 
botany); for I dare boldly assert, that if there be 
any one that is become so much of an Herbarist, as 
to be delighted with the pleasant Aspects of Nature, 
so as to have walked a few turns in her solitary 
Places, traced her Allies, viewed her severall im- 
broidered Beds, recreated and feasted himself with 
her Fragrances, the harmless delights of her Fields 
and Gardens; He it is that hath embraced one of the 
greatest of our terestriall Felicities—-Wm. Coles, in 
‘¢ Adam in Eden, or Nature’s Paradise,’’ 1657. 
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Special Correspondence 
The Edinburgh Letter 


(From a correspondent ) 


Members of the Canadian Medical Association 
who came to Scotland to attend the meetings of 
the British Medical Association in London have 
been on tour throughout the country, and 

. took the opportunity of visiting various hospitals 
and research laboratories. 

On July 13th they were conducted over the 
new Orthopedic Hospital at Fairmilehead and 
the Astley Ainslie Institute. The visitors in- 
cluded Dr. F. N. G. Starr, Toronto, president of 
the Royal College of Physicians and Surgeons, 
Canada; Dr. Alexander Primrose, president of 
the Canadian Medical Association; and Dr. A. T. 
Bazin, chairman of the Council of the Canadian 
Medical Association. 

At the Orthopedic Hospital they were received 
by Sir David Wallace, chairman of the Board of 
Management, and among others present were 
Mr. W. A. Cochrane, surgeon to the Hospital; 
Dr. J. D. Comrie, president of the Edinburgh 
branch of the British Medical Association; Dr. 
John Young, secretary of the Edinburgh branch; 
and Dr. R. W. Craig, Scottish medical secretary 
of the British Medical Association. Unfor- 
tunately, when the visitors arrived at Fair- 
milehead, the surrounding country was en- 
veloped in fog, which completely blotted out the 
magnificent view the Hospital commands of the 
hills. The Canadian doctors, however, found 
much of absorbing interest within the walls of 
the recently opened institution, where all the 
latest and best equipment is installed for the 
treatment of crippled children. 

Before the doctors were taken on a tour of the 
buildings, Sir David Wallace, in a brief address, 
made a reference to the fine situation of the 
institution, and said they had built the hospital 
on open-air principles. Each of the three wards 
already provided have a solarium into which the 
cots can be wheeled from the dormitories during 
the day. Sir David explained that, while there 
are only 75 beds at present, it is the intention of 
the Board of Management, immediately the 
necessity arises, to extend the hospital by adding 
other three wards. That would give a total of 
150 cots and would complete the scheme. The 
patients are paid for by the public authorities of 
the different counties in the south-eastern area 
of Scot'and—10 counties, which, with Edinburgh, 
means a population of about 1,000,000. At the 
moment, said Sir David, there were stated to be 
just about 800 patients suffering from crippledom 
who were eligible for that hospital. 

When the visitors proceeded to inspect the 
buildings they formed two parties, one being con- 
ducted by Sir David Wallace and the other by 
Mr. Cochrane. In one of the wards the doctors 
saw the hospital’s first and only patients up 


till now—two bright little boys. Besides the 
wards, each of which is made in itself as 
complete as possible in equipment, the visitors 
inspected the administration block, the nurses’ 
quarters, where every nurse has a separate 
room and the theatre block, consisting of twin 
operating theatres, and with x-ray and other 
equipment of the very latest type. 

Dr. Starr, in expressing the thanks of the 
visitors to Sir David Wallace and the staff, said 
he was glad to know the hospital was starting 
out of debt. That was a wonderful thing, but at 
the same time it was not always a good thing for 
a hospital to be out of debt—(laughter)—for 
then they could not appeal to the sympathy of 
the public. 

From Fairmilehead the doctors proceeded to 
the Astley Ainslie Institute, in the work of which: 
they showed much interest. 

On July 13th a dinner was held in the hall of 
the Royal College of Physicians, under the chair- 
manship of Dr. John D. Comrie, president of 
the Edinburgh Branch of the British Medical 
Asscciation, at which some 140 members of the 
Canadian Medical Association and of the British 
Medical Association were present. The toast of 
‘“The Guests” was proposed by the chairman and 
responded to by Dr. A. Primrose, president of 
the Canadian Medical Association. Sir Robert 
Philip, in an impressive speech, proposed ‘‘Our 
Common Heritage,” and the Chairman of 
Council of the Canadian Medical Association, 
Dr. A. T. Bazin, responded. Dr. George Gibson 
and Dr. F. N. G. Starr, president of the Royal 
College of Physicians and Surgeons of Canada, 
also spoke. 


The London Letter 


(From our own correspondent) 


The final report of the departmental committee 
appointed in 1928 to inquire into the question 
of maternal mortality and morbidity has now 
been issued, and it contains a great deal of 
important material. The investigation into the 
causation of maternal deaths has been continued 
(the preliminary findings were summarized in an 
interim report) and accepting the idea of a 
“primary avoidable factor’ it seems justifiable 
to conclude that approximately half the deaths 
directly attributed to childbirth are preventable. 
This is a disquieting finding, and it is also un- 
satisfactory to know that no avoidable factor 
could be definitely discovered in the remaining 
eases. Indeed, a significant feature of the report 
is the totally negative findings which were the 
net result of trying to discover why certain 
localities in this country had a specially high rate 
for maternal mortality. The section dealing 
with puerperal sepsis is scarcely less discouraging, 
for here again the number of cases in which this 
complication follows normal labour is far too 
high. The recommendations of the committee 
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are of importance especially as regards the train- 
ing of the doctor in midwifery. It seems to be 
urged that there should be a greater degree of 
concentration on the management of the straight- 
forward case, leaving all complications for 
specialists to deal with, and this means that 
there will have to be some rearrangement of the 
cases available for students and midwives, 
especially as the majority of the latter never 
practise this speciality and only require the 
certificate for ‘the purpose of securing certain 
posts. There are many points of detail in the 
report which will repay careful study. Its 
drafting has been well done and several awkward 
parts are skilfully slurred over. Visits paid to 
certain European centres (Holland, Sweden and 
Denmark) have enabled the committee, by 
means of comparisons, to make certain important 
points as, for example, a subtle deprecating of 
the use of anesthetics in normal labour. Action 
= the lines of the report is now urgently called 
or. 
. For some years the Insurance Acts Committee 
of the British Medical Association has had under 
discussion the possibility of some form of pension 
and insurance scheme. A voluntary scheme 
has now been evolved with the aid of three in- 
surance societies which gives the several al- 
ternatives of a cash payment at 65, an annuity 
beginning at that age, a similar annuity beginning 
within six months in the case of permanent in- 
capacity or breakdown and certain other benefits. 
The question of a national scheme with com- 
pulsory features has been considered as a possi- 
bility but since Government assistance was not 
thought advisable it seemed to be impossible to 
secure compulsory deductions from an insurance 
practitioner’s quarterly cheque. The present 
voluntary scheme is an attempt to get over these 
difficulties, but in many quarters there is the 
feeling that. the insurance capitation fee should 
include adequate superannuation provision. The 
panel doctor is always being quoted by the leading 
public health authorities as the back-bone of 
‘any national work on preventive lines, and it 
seems illogical that the ‘‘field-worker,” so to 
speak, should be left unprovided for in sickness 
and old age, while the “‘office-worker” is secured 
against these factors in the struggle for existence. 

Economy and its effect upon the health services 
of the nation has already been mentioned in 
these notes and there was a large audience to 
_ hear the Minister of Health deliver his presi- 
dential address to the National Conference of 
Maternity and Child Welfare recently at the 
annual meeting. Now that grants are now made 
in single “blocks” for all social services there is a 
real danger that local authorities in their zeal 
for cutting down the rates may economize on 
the vital services which have been developing so 
finely. The Minister of Health’s address was 
very heartening, and he urged that it was a false 
view to regard all restrictions in expenditure as 
economical. Subsequent speakers in the debate 
were not so hopeful. It appears that some local 





authorities have cut down their public health 
staff, that others have made changes for the 
worse in the conditions of services of health 
visitors, while the development of the nursery 
school, considered a hopeful line some years ago, 
has not been carried out, in the interest of 


‘economy. The Minister of Health himself re- 


marked that some local authorities were not 
rendering the help to mothers and children which 
they had in their power to render. Taken in 
conjunction with the report on maternal mor- 
tality mentioned above, this is a disquieting 
thought. Economy-mad though many public 
men may be at the present time, it is to be hoped 
that their shortsightedness will not lead them to 
attack the vital health services of the nation. 


ALAN MONCRIEFF. 
London, September, 1932. 


Topics of Current Jnterest 
The British Pharmacopeia, 1932 


The following useful summary, reprinted from 
the Canadian Pharmaceutical Journal, of the 
New British Pharmacopoeia for 1932 is sub- 
mitted for the information of our readers. The 
Pharmacopeeia itself will not be on sale until 
September 30th. As will be seen there are numer- 
ous important changes. [Ep.| 

In the first place the book acknowledges the 
large number of valuable suggestions received 
from medical and pharmaceutical authorities, in 
particular from those of Canada, through the 
Canadian Committee on Pharmaceutical Stan- 
dards—a committee composed of representatives 
of the Canadian Medical Association, the Can- 
adian Pharmaceutical Association, and a repre- 
sentative of the Department of Health. 

For all processes, chemical and pharmaceutical, 
the metric system of weights and measures is 
employed. 

Weights are given in multiple or fractions of a 
gram or of a milligram. The terms “centigram”’ 
and. “decigram”’ which were employed in the 
previous pharmacopoeia have been discontinued. 

Fluid measures are given in multiples or 
decimals of millilitre. ‘Mil’ is recognized as a 
short official designation for the millilitre and 
this convenient term has been used in stating 
the metric doses. 

Doses are given in both the metric and the 
imperial systems, in the former in grams or mils 
and in the latter in grains, minims or fluid ounces. 
With regard to unusually large doses the phar- 
macist is required to “satisfy himself that the 
prescriber’s intention has been correctly in- 
terpreted.” Explanation is given that the doses 


in the two systems do not correspond exactly. 
From a table given we see that 1 mil or gram is 
taken as equivalent to 15 minims or grains, 0.1 





438 


mil or gram to 14 minims or grains, 0.01 gram 
to 1-6 grain, 0.001 gram to 1-64 or 1-60 grain. 


AppITIoNs To B. P. 1932 


The following are included in the British 
Pharmacopceia, 1932, but were not in the B. P. 


1914 :— 


Acidum Hypophosphorosum Dilutum 
Acidum Trichloraceticum 
Acriflavina 
€thylenum 
gar 
Alcohol 
Amidopyrina 
Ammonii Bicarbonas 
Amylocaine Hydrochloridum 
Antimonii et Sodii Tartras 
Antitoxinum Diphthericum 
Antitoxinum Tetanicum 
Antitoxinum Welchicum 
Aqua Anethi Concentrata 
Aqua Cinnamoni Concentrata 
Aqua Menthe Piperite Concentrata 
Aqua Sterilisata 
Barbitonum Solubile 
Barii Sulphas 
Belladonna Pulverata 
Benzocaina 
Bismuthum Precipitatum 
Caffeina et Sodii Benzoas 
Carbonei Dioxidum 
Carbonei Tetrachloridum 
Carbromalum 
Cataplasma Kaolini 
Chloramina 
Chlorbutol 
Cinchophenum 
Dextrosum 
Lizitalis Pulverata 
Elixir Cascare Sagrade 
Emetine Hydrochloridum 
Emetine et Bismuthi Iodidum 
Ephedrine Hydrochloridum 
Ergota Preparata 
Ergotoxine Athanesulphonas 
Erythritylis Tetranitras Dilutus 
Eucalyptol 
Extractum Cinchone 
Extractum Colchici Liquidum 
Extractum Colchici Siccum 
Extractum Hepatis Liquidum 
Extractum Hepatis Siccum _ 
Extractum Hyoscyami Liquidum 
Extractum Malti 
Extractum Malti cum Oleo Morrhue 
Extractum Pituitarii Liquidum 
Extractum Senege Liquidum 
Extractum Senne Liquidum 
Fluoresceinum Solubile 
Gelatinum Zinci 
Hydrargyri Oxycyanidum 
Ichthammol 
Indicarminum 
Infusum Aurantii Concentratum 
Infusum Buchu Concentratum 
Infusum Calumbe Concentratum 
Infusum Caryophylli Concentratum 
Infusum Gentianez Compositum Con- 
centratum 
Infusum Quassiz Concentratum 
Infusum Senege Concentratum 
Infusum Senne Concentratum 


Injectio Bismuthi 

Injectio Bismuthi Salicylatis 

Injectio Ferri 

Injectio Hydrargyri 

Injectio Hydrargyri Subchloridi 

Injectio Sodii Chloridi et Acacie 

Insulinum 

Iodophthaleinum 

Ipecacuanha Pulverata 

Jalapa Pulverata 

Levulosum 

Liquor Ammonii Acetatis Fortis 

Liquor Ergosterolis Irradiati 

Liquor Iodi Simplex 

Liquor Sod Chlorinate Chirurgicalis 

Liquor Sodii Chloridii Physiologicus 

Methylthionine Chloridum 

Mistura Magnesii Hydroxidi 

Neoarsphenamina 

Nitrogenii Monoxidum 

Nux Vomica Pulverata 

Oculenta 

Oleum Chenopodii 

Oleum Gossypii Seminis 

Oleum Hydnocarpi 

Oleum Hydnocarpi /thylicum 

Oleum Santali Australiensis 

Opium Pulveratum 

Orthocaina 

Oxygenium 

Pancreatinum 

Pasta Zinci Oxidi Composita 

Phenobarbitonum 

Phenobarbitonum Solubile 

Physostigmine Salicylas 

Procaine Hydrochloridum 

Quinidine Sulphas 

Quinine Bisulphas 

Quinine et Athylis Carbonas 

Quinine Tannas 

Saccharinum Solubile 

Serum Antidysentericum (Shiga) 

Sodii Citras : 

Sodii Hydroxidum Ae 

Spiritus Methylatus Industrialis 

Strophanthinum 

Sulpharsphenamina J 

Syrupus Ferri Phosphatis Compositus 

Theophyllina et Sodii Acetas 

Thyroxinsodium 

Tinctura Ipecacuanhe _ 

Tinctura Zingiberis Fortis 

Totaquina 

Toxinum Diphthericum Calefactum 

Toxinum Diphthericum Detoxicatum 

Toxinum Diphthericum Diagnosticum 

Tuberculinum Pristinum 

Unguentum Acidi Tannici 

Unguentum Aquosum 

Unguentum Simplex 

Urea 

Vaccinum Typho-Paratyphosum 
(T.A.B.). 


Vaccinum Vaccine 
Zinci Stearas 


Of the 128 articles and preparations in the 
foregoing list, 1 may be classified as a crude drug, 
63 as chemical substances, and 42 as galenical 


preparations. 


In this list should be noticed 3 


antitoxins; 3 concentrated waters; 7 standardized 
vegetable drugs in powder; the gases Carbon 
Dioxide, Ethylene, Nitrous Oxide, and Oxygen; 
11 new extracts; 8 concentrated infusions; 6 in- 
jections; 1 serum; 3 toxins; 2 vaccines, and a 
number of other substances, including Sterilized 
Water, Soluble Barbitone and Phenobarbitone, 
Elixir of Cascara Sagrada, Ephedrine Hydro- 
chloride, 2 Extracts of Liver, Insulin, Liquor 


Ammonii Acetatis Fortis, 


Mistura Magnesii, 


Hydroxidi, Soluble Saccharin, Sodium Citrate, 
Industrial Methylated Spirit, Chemical Food, 
Tincture of Ipecacuanha and Totaquine. 
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OMISSIONS FROM THE B. P. 1914 


The following articles and preparations in- 
cluded in the B. P. 1914 are not included in the 
British Pharmacopeeia of 1932:— 


Acacie Cortex 

Acetanilidum 

Acetum Cantharidini 

Acetum Urgines 

Acidum Hydriodicum Dilutum 

Acidum Nitricum Dilutum 

Acidum Nitro-Hydrochloricum 
Dilutum 

Acidum Sulphuricum Aromaticum 

Acidum Sulphurosum 

Aconitina 

Aither Aceticus 

Agropyrum 

Alstonia 

Alumen Exsiccatum 

Ammoniacum 

Ammonii Benzoas 

Ammonii Bromidum 

Amygdala Amara 

Amygdala Dulcis 

Anisi Fructus 

Anthemidis Flores 

Antimonii Oxidum 

Antimonium Sulphuratum 

Aqua Anisi 

Aqua Aurantii Floris 

Aqua Carui 

Aqua F eniculi 

Aqua Laurocerasi 

Aqua Menthe Viridis 

Aqua Rose 

Araroba 

Argenti Nitras Mitigatus 

Armoracie Radix 

Arnice Flores 

Aurantii Cortex Indicus 

Bele Fructus 

Benzamine Lactas 

Benzenum 

Berberis 

Betel 

Bismuthi Subnitras 

Butee Gummi 

Butee Semina 

Butyl-Chloral Hydras 

Caffeine Citras 

Caffeine Citras Effervescens 

— Hypophosphis 


alx 

Calx Sulphurata 

Cannabis Indica 

Carbo Ligni 

Carbon Disulphidum 

Cascarilla 

Cassie Fructus 

Catechu Nigrum 

Cetaceum 

Chirata 

Chloral Formamidum 

Collodium 

Collodium Vesicans 

Confectio Piperis 

Confectio Rose Gallice 

Cubebe Fructus 

Cucurbite Semina Preparata 

Clusso 

Dature Folia 

Dature Semina 

Decoctum Acacie Corticis 

Decoctum Agropyri 

Decoctum Aloes Compositum 

Decoctum Gossypii Radicis Corticis 

Decoctum Hematoxyli 

Decoctum Ispaghule 

Decoctum Sappan 

Embelia 

Emplastrum Calefaciens 

Emplastrum Hydrargyri 

Emplastrum Menthol 

Emplastrum Saponis 

Euonymi Cortex 5 

Extractum Agropyri Liquidum 

Extractum Aloes 

Extractum Bele Liquidum 

Extractum Cannabis Indice 

Extractum Colchici 

Extractum Ergote 

Extractum Euonymi ae. 

Extractum Gossypii Radicis Corticis 
Liquidum , 

Extractum Grindelle Liquidum 

Extractum Hydrastis Liquidum 

Extractum Kave Liquidum 

Extractum Opii Liquidum 

Extractum Picrorhize Liquidum 

Extractum Rhei 

Extractum Strophanthi 

Extractum Taraxaci 

Extractum Viburni Liquidum 


Ferri et Potassii Tartras 
pes Phosphas Saccharatus 

alla 
Gelsemii Radix 
Glusidum 
Glycerinum Pepsini 
Glycerinum Plumbi Subacetatis 
Glycerinum Tragacanthe 
Gossypii Radicis Cortex 
Gossypium 
Grindelia 
Guaiaci Lignum 
Guaiaci Resina 
Guaiacol Carbonas 
Gummi Indicum 
Hematoxyli Lignum 
Hamamelidis Cortex 
Hirudo 
Hydrargyri Oxidum Rubrum 
Hydrastis Rhizoma 
Hyoscyamine Sulphas 
Infusum Alstoniz 
infusum Aurantii Compositum 
Infusum Cascarille 
Infusum Chirate 
Infusum Cinchone Acidum 
Infusum Ergote 
Infusum Kramerie 
Infusum Rhei 
Infusum Rose Acidum 

nfusum Scoparii _ 

Uva Ursi_ 
Injectio Apomorphine Hypodermica 
Injectio Cocaine Hypodermica 
Injectio Ergot Hypodermica 
Injectio Morphine Hypodermica 
Injectio Strychine Hypodermica 
Ispaghula 
Jalape Resina 
Kaladana 
Kaladane Resina 
Kave Rhizoma 
Kino 
Kino Eucalypti 
Laurocerasi Folia | 
Linimentum Ammonize 
Linimentum Calcis 7 
Linimentum Chloroformi 
Linimentum Crotonis | 
Linimentum Hydrargyri 
Linimentum Opii 
Linimentum Potassii Iodidi cum 
Sapone . 

Linimentum Sinapis _ 
Liquor Acidi Chromici — 
Liquor Ammonii Citratis | 
Liquor Arsenici Hydrochloricus 
Liquor Atropine Sulphatis 
Liquor Bismuthi et Ammonii Citratis 
Liquor Calcis Chlorinate 
Liquor Calcis Saccharatus 
Liquor Ethyl Nitritis _ : 
Liquor Ferri Perchloridi Fortis 
Liquor Ferri Persulphatus 
Liquor Formaldehydi Saponatus 
Liquor Hamamelidis 
Liquor Hydrargyri Nitratis Acidus 
Liquor Morphine Acetatis 
Liquor Morphine Tartratis 
Liquor Pancreatis ‘ 
Liquor Potassii Permanganatis 
Liquor Sod# Chlorinate 
Liquor Sodii Arsenatis 
Liquor Zinci Chloridi 
Lithii Carbonas 
Lithii Citras 
Lithii Citras Effervescens 
Lotio Hydrargyri Flava 
Magnesii Sulphas Effervescens 
Mistura Ammoniaci 
Mistuia Amygdale 
Mistura Crete : 
Mistura Ferri Composita 
Mistura Guaiaci _ 
Mistura Olei Ricini 
Morphine Acetas f 
Mucilago Gummi Indici 
Myrobalanum 
Oleum Ajowan 
Oleum Anthemidis 
Oleum Chaulmoogre 
Oleum Copaibe 
Oleum Crotonis 
Oleum Cubebe 
Oleum Gaultherie : 
Oleum Graminis Citrati 
Oleum Juniperi 
Oleum Menthe Viridis 
Oleum Phosphoratum 
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Oleum Rose 
Oleum Sinapis Volatile 
Oliveri Cortex 
Oxymel Urginere 
Phosphorus 
Physostigmine Sulphas 
Picrorhiza 
Pilula Aloes et Myrrhe 
Pilula Colocynthidis Composita 
Pilula Hydrargyri Subchloridi Com- 
ita 
Pilula Ipecacuanhe cum Scilla 
Pilula Ipecacuanhe cum Urginea 
Pilula Phosphori 
Pilula Plumbi cum Opio 
Pilula Quinine Sulphatis 
Pilula Saponis Composita 
Pilula Scilla Composita 
Pilula Urginee Composita 
Plumbi Iodidum 
Potassii Bichromas 
Potassii Su!phas 
Potassii Tartras 
Pterocarpi Lignum 
Pulvis Amygdale Compositus 
Pulvis Antimonialis 
Pulvis Bute Seminum 
Pulvis Catechu Compositus 
Pulvis Cinnamomi Compositus 
Pulvis Kaladane Compositus 
Pulvis Kino Compositus 
Pulvis Opii Compositus 
Pulvis Scamonie Compositus 
Pyrethri Radix 
Rheeados Petala 
Rose Galice Petala 
Salol 
Sappan 
Scammonie Radix 
Scoparii Cacumina 
vum Benzoatum 
Sodii Arsenas Anhydrosus 
Sodii Citro-Tartras Effervescens 
Sodii Hypophosphis 
Sodii Sulphis 
Spiritus Ammoniz Fetidus 
Spiritus Anisi s 
Spiritus Armoracie Compositus 
Spiritus Cinnamomi 
Spiritus Juniperi 
Spiritus Lavandule 
Spiritus Myristice 
Spiritus Rosmarini 
Staphisagrie Semina 
Strontii Bromidum 
Strychnina 
Succus Limonis 
Succus Scoparii 
Succus Taraxaci 
Syrupus Acidi Hydriodici 
Syrupus Aromaticus 
Syrupus Aurantii Floris 4 
Syrupus Calcii Lactophosphatis 
Syrupus Cascare Aromaticus 
Syrupus Chloraln : 
Syrupus Codeine Phosphatis 
Syrupus Ferri Phosphatis 
Syrupus Rhei 
Syrupus Rheeados 
Syrupus Rose 
Syrupus Urginer 
Taraxaci Radix 
Terebinthina Canadensis 
Tinctura Aconiti 
Tinctura Alstoniz 
Tinctura Arnice Florum 
Tinctura Berberidis 
Tinctura Buchu 
Tinctura Cannabis Indice 
Tinctura Cantharidini 
Tinctura Cascarille 
Tinctura Chirate . 
Tinctura Chloroformi et Morphine 
Composita 


The list of deletions contains 357 items. 
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Tinctura Cinnamomi 
Tinctura Cubebe 
Tinctura Dature Seminum 
Tinctura Ergote Ammoniata 
Tinctura Ferri Perchloridi 
Tinctura Gelsemii 
Tinctura Guaiaci Ammoniata 
Tinctura Hamamelidis 
Tinctura Hydrastis 
Tinctura Jalape 
Tinctura Jalape Composita 
Tinctura Kaladane 
Tinctura Kino 
Tinctura Lavandule Composita 
Tinctura Oliveri Corticis 
Tinctura Opii Ammoniata 
Tinctura Picrorhize 
Tinctura Podophylli 
Tinctura Podophylli Indici 
Tinctura Pruni Virginiane 
Tinctura Pyrethri 
Tinctura Quinine 
Tinctura Senne Composita 
Tinctura Serpentarie 
Tinctura Urginee 
Tinctura Valeriane Indice 
Ammoniata 
Trochiscus Acidi Benzoici 
Trochiscus Catechu 
Trochiscus Ferri Redacti 
Trochiscus Guaiaci Resine 
Trochiscus Ipecacuanhe 
Trochiscus Kino Eucalypti 
Trochiscus Morphine . 
Trochiscus Potassii Chloratis 
Trochiscus Santonini E 
Trochiscus Sulphuris 
Turpethum 
Unguentum Aconitine 
Unguentum Aque Rose 
Unguentum Atropine 
Unguentum Belladonne 
Unguentum Cantharidini 
Unguentum Cetacei 
Unguentum Chaulmoogre 
Unguentum Cocaine 
Unguentum Creosoti _ 
Unguentum Eucalypti 
Unguentum Galle ; 
Unguentum Galle cum Opio 
Unguentum Hamamelidis 
Unguentum Hydrargyri lodidi 


Unguentum Hydrargyri Oxidi Flavi 
nguentum Hydrargyri Uxidi vi 
Unguentum Hydrargyri Oxidi Rubri 
Unguentum Iodi ‘ 

Unguentum Iodoformi 
Unguentum Lane Compositum 
Unguentum Myrobalani © : 
Unguentum Myrobalani eum Opio 
Unguentum Picis eo 
Unguentum Plumbilodidi 
Unguentum Plumbi Subacetatis 
Unguentum Potassii Iodidi 
Unguentum Resine _ 
Unguentum Staphisagrie 

Urginea 

Uve Ursi Folia 

Valerianez Indice Rhizoma 
Viburnum 

Vinum Antimoniale 

Vinum Aurantii 

Vinum Colchici 

Vinum Ferri 

Vinum Ferri Citratis 

Vinum Ipecacuanhe 

Vinum Quinine 

Vinum Xericum 

Zinci Acetas 

Zinci Carbonas 

Zinci Oleostearas 

Zinci Valerianas 


Sixty- 
one are crude drugs, 68 are chemicals, and 228 
are galenical preparations. Many of the deletions 
are substances and preparations which were 
included in the B.P. 1914, from the Indian 
and Colonial Addendum of 1900; many are 
substances which have the same use in thera- 
peutics as others which are retained; others are 
substances not now required as their preparations 
have been deleted. In this list of omissions we 
observe 2 vinegars, 3 diluted acids, ammonium 
bromide, 7 waters, bismuth oxynitrate, 7 decoc- 
tions, 4 plasters, 17 extracts, saccharin, 11 in- 
fusions, 5 injections, 8 liniments, 20 liquors, 3 





lithium compounds, 6 mixtures, 13 oils, 11 pills, 
9 powders, salol, 8 spirits, 12 syrups, 36 tinctures, 
10 lozenges, 27 ointments, and the 8 wines.— 
From the Canadian Pharmaceutical Journal, 
August Ist, 1932, p. 778. 


Maternal Mortality 


The most important finding of the Depart- 
mental Committee on Maternal Mortality and 
Morbidity, whose final report was issued last 
week, is that infection from the mouths and 
noses of those in attendance constitutes a serious 
danger and ought to be prevented by the use of 
masks similar to those worn by surgeons. This 
is a simple precaution and one which will quickly 
become universal if employed at once by a few 
‘practitioners. ‘There is no reason why it should 
not be employed, and patients have the right to 
demand it. The report speaks of the “accumu- 
lating evidence of the danger of droplet infection.” 
It supports its claim that at least half of the 
deaths now taking place in childbed are pre- 
ventible by reference to the mortality figures for 
England and Wales and for the Netherlands. 
The maternal death-rate in England and Wales 
has not fallen below four per 1,000 living births 
during the last five years. In the Netherlands 
the rate has not risen above 3.3. During the 
five-year period 1925-29 the average rates were, 
respectively, 4.2 and 2.98. Puerperal sepsis 
was the cause of death of 166 women per 100,000 
live births in England and Wales during the 
five-year period 1925-29; The corresponding rate 
in the Netherlands was 99. 

The Committee repeat their pleas for the 
better training of midwives, for more careful 
ante-natal supervision, and for extended hospital 
accommodation. They urge the importance of 
routine medical examination, and express the 


- view that nurses and midwives should be taught 


to carry out certain simple diagnostic methods, 
for example, the determination of blood-pressure. 
By these means dangers existing before childbed 
would be recognized and provided against and 
thus a fruitful source of calamity removed. The 
occasion of birth, it is urged, should be attended 
by a discipline similar to that obtaining in the 
operating theatre. It should be known to all 
that talking and unnecessary movement increase 
danger by spreading infection; doctors, midwives, 
and attendants ought to feel themselves bound 
1n honour to abstain from any kind of behaviour 
which might conceivably add to the existing risk. 
None will dispute the wisdom or justice of these 
recommendations. The expectant mother de- 
serves the best which the science of medicine can 
give her, and this includes instruction in diet and 
personal hygiene; the doctor in whose charge she 
has placed herself deserves that his burden of 
responsibility shall not he increased wantonly 
by uninstructed or insufficiently disciplined 
helpers. It may be that the Committee attach 
too little importance to those cases in which 
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infection arises within the body of the patient 
herself. Such cases, in the opinion of many 
competent practitioners, do exist, and injustice 
is apt to be done ‘if this fact is not borne con- 
stantly in mind.—The Weekly Times, August 11th, 
1932. 


A New Eruptive Fever? 


In a communication recently made to the 
International Office of Public Health, Professor 
J. Cantacuzéne,* the Rumanian delegate, gave 
the following account of a new eruptive fever, 
which was first observed by Dr. Stroe in a créche 
at Bucarest in 1923, and had occurred in that 
city on several occasions since, the last outbreak 
being in October, 1931. The incubation period 
of this disease, which had been named infantile 
miliariform exanthem, was generally ten to 
fifteen days. The period of invasion lasted two 
to five days, the first symptoms being a rise of 
temperature ranging from 100.4° in the mild 
cases to 103.2° in more severe attacks. The 
most striking symptom of the period of invasion 
was generalized and profuse sweating, accom- 
panied by a slight faucial enanthem and a papulo- 
vesicular eruption on the buccal mucous mem- 
brane, oculo-nasal catarrh, restlessness, and in- 
somnia. As a rule the temperature fell on the 

appearance of the rash, which ordinarily started 
on the face and then became generalized. It 
was usually scarlatiniform, but sometimes mor- 
billiform. The rash, which soon became com- 
plicated by a profuse eruption of miliary vesicles, 
was slightly pruriginous. Its duration was two 
to three days in mild cases and six to seven in 
the more severe, and the subsequent brawny 
desquamation lasted four to five days. In 
severe attacks there was a predominance of 
nervous symptoms, such as extreme restlessness 
and clonic convulsions, with marked hyper- 
tension of the cerebrospinal fluid. The average 
duration of the disease was five to six days, but 
in some cases it might last more than three 


- weeks, when two or five relapses, separated from © 


one another by intervals of four to five days, might 
occur. The case mortality averaged 4 per cent. 
The blood picture was characterized by a mono- 
nucleosis with a high degree of eosinophilia. 
The injection of serum of convalescents from the 
disease into scarlet fever patients in the eruptive 
period produced extinction of the rash, but the 
reverse did not take place. The cerebrospinal 
fluid remained clear, and only 1 to 3 lymphocytes 
were found per cubic centimetre. Post mortem, 
the most constant lesion is enlargement of all 
the lymph glands, as in scarlet fever. There is 
hardly any enlargement of the spleen. The 
nerve centres show considerable hyperemia of 
the meninges. On histological examination the 
only characteristic lesion is invasion of the dermis 
by mononuclear leucocytes. On the first appear- 


* Bull. Office Internat. Hyg. Publ., February, 1932. 
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ance of the disease the possibility of scarlet 
fever was considered, but this was excluded by 
the profuse sweats during the period of invasion, 
the absence of characteristic desquamation, the 
occurrence of relapses, and the mononucleosis in 
the blood and skin. The disease appears to be 
a special form of sweating sickness, differing 
from the classical type in that it is strictly con- 
fined to children, the extreme limits of age being 
2 months and 10 years. Scarification of the 
cornea of rabbits with virus contained in the 
miliary vesicles gave rise to myoclonus, epi- 
leptiform attacks, photophobia, and _ profuse 
salivation, but never keratitis. The infected 
cornea remained virulent for four days, but the 
virulence became rapidly attenuated on successive 
passages through animals. The brain of chil- 
dren in fatal cases shows no virulence.—Brit. 
M. J., 1932, 1: 813. 





As Others See Us 


The Canadian Medical Association met in 
solemn session in Toronto during the week of 
June 20th. Compared with the convention held 
by the American Medical Association in New 
Orleans, it was a rather staid affair. Everyone 
seemed so solemn and dignified. Let it not be 
gathered from this that the physicians attending 
the American Medical Association convention 
were not also somewhat dignified; but the Can- 
adian confréres seemed to express their dignity 
more readily. The physicians seemed to be 
more vitally interested in their difficulties— 
collecting bills and paying the instalments on 
their cars for the next year—than they were in 
the scientific papers presented. And who can 
justly criticize them, for most of them are having 
a right difficult time economically. 

While there have been practically no bank 


‘failures in Canada, many of the physicians have 


lost practically all they had through investments 
of various kinds, and most of their savings are 
tied up in what are technically known as “frozen 
assets.”” One could get an idea of how severe 
the depression has hit our Canadian colleagues, 
when we are informed that many hundreds of 
members have dropped their membership from 
the Canadian Medical Association, because of a 
lack of funds for dues. On the other hand, we 
were informed by certain Canadian physicians, 
but this may merely be a rumor, that a large 
percentage of the practising physicians in the 
larger cities of this country are now driving 
taxicabs and milk wagons to make a living. If 
the Democrats have their way about it, there 
may be brewery trucks as well to drive in the 
near future. 

An artistic angle to the Canadian Convention 
was furnished by an exhibition of paintings, 
etchings and sculptures of some of Canada’s 
unemployed (the italics are ours, Ed.) physicians. 
There were also a great many exhibits most 
artistically executed of anatomical and micro- 
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scopic specimens, and, of course, the ‘usual 
exhibits of pharmaceutical houses and pure food 
demonstrations, but we did miss the banana 
exhibits which were so colourful in New Orleans. 

The party which was given by the Canadian 
Medical Association’s members seemed to belie 
the pleas of poverty that so many of the members 
expressed. They put on a good show and every- 
body seemed quite happy. 

We are wondering how much the science of 
medicine is going to suffer through this de- 
pression. We are wondering how much civili- 
zation is going to pay for this depression.— 
Editorial, Medical Journal and Record, July 20th, 
1932. 





MedsicoeLegal 


A Surgeon’s Authority To Operate 


In the High Court last week Mrs. Cull brought 
an action against the Royal Surrey County 
Hospital, Guildford, and Mr. H. B. Butler, the 
surgeon in charge of its gynecological department. 
She alleged negligence, breach of contract, and 
trespass to the person. 

Mrs. Cull suffered from epileptic fits. Ac- 
cording to her evidence she was now 32 years old, 
one of a family of eight children all alive and 
healthy, her parents being also alive and healthy. 
At 14 years of age she had a fit which she attribu- 
ted to a paper bag being burst on her head. 
Thenceforward she had epileptic fits at intervals 
of from 12 to 18 months. She married at 20, 
and had a child, now aged 11 years, healthy and 
strong. A second child was born in 1922, but 
died of pneumonia at 10 months. Her subse- 
quent medical history appears from the evidence 
of Dr. Gordon Cranstoun, of Worplesdon, her 
medical attendant. He first attended her during 
a pregnancy in 1928; she was then suffering badly 
from fits, which became worse towards the end of 
her time; the child was born dead. In 1929 she 
and her husband consulted Dr. Cranstoun as tothe 
advisability of any future pregnancy. Headvised 
against it; pregnancy caused her epileptic con- 
dition to become worse. In October, 1929, 
she was again pregnant. She told him her 
health was worse and her fits were bad, and hoped 
the pregnancy could be terminated. He sug- 
gested a consultation with Mr. Butler, who 
advised removal of the uterus. Dr. Cranstoun 
explained the position to Mr. and Mrs. Cull. 
Later Mr. Cull told him they had decided against 
the major operation, and preferred the minor 
operation of curetting, because Mr. Cull had to 
go away to the Gold Coast on duty, and could 
not leave his wife to undergo the major operation 
in his absence. Dr. Cranstoun replied that, if 
the pregnancy were thus terminated, it could not 
be regarded as a matter of convenience; there 


must be no more pregnancies. Mr. Cull assured 
him that there should be no future pregnancy. 
The patient was admitted to the Royal Surrey 
County Hospital, and Dr. Cranstoun wrote a 
letter to the hospital conveying her decision not 
to undergo the major operation. Though this 
communication reached the hospital it was never 
brought to the surgeon’s notice; it was attached 
to the ‘‘in-patient’s letter” referring to Mrs. 
Cull and was filed. In the admission book the 
words “for curettage’? were entered under the 
heading ‘‘Disease.”” The admission form, des- 
troyed in the ordinary routine, had apparently 
specified ‘‘need for uterine curettage.” At the 
operation Mr. Butler removed the uterus. 
Afterwards, said Dr. Cranstoun, Mrs. Cull did 
not protest about what had been done, nor did 
she express regret or annoyance. It was put to 
him in cross-examination that the fits had since 
become worse, but he declined to attribute this 
to the operation. Epilepsy, he said, is a pro- 
gressive disease, and, moreover, the strain of the 
present litigation would have a bad effect on 
the patient. : 
If Dr. Cranstoun’s evidence were accepted— 
and it seems to have been in no way shaken by 
cross-examination or otherwise—the merits and 
substance of Mrs. Cull’s claim were obviously 
diminished. There had been references to the 
desire of Mr. and Mrs. Cull to have another 
child, and to the disaster of Mrs. Cull’s dis- 


_ ability; if her husband had already undertaken, 


under medical advice, that there should be no 
future pregnancy, these references lost their 
forensic value. Mr. Butler, who was described 
by the Lord Chief Justice as a frank and candid 
witness, described his first examination of Mrs. 
Cull; he said he gathered she was terrified by the 
experience of her former pregnancies, and dreaded 
the continuance of the existing one; he came to 
the conclusion that the pregnancy ought to be 
removed and the patient sterilized. He agreed 
that the admission form bore the words ‘‘ need for 
curettage’’; he thought this must be a mistake; 
he could not imagine that, if there had been any 
disagreement with his advice, it would be con- 
veyed by writing “‘need for curettage” on an 
admission form; he would have expected some 
proper means of indicating it. As he now knew, 
there was a proper document to this effect, but 
he never got the document. He himself went 
through the details of the case with the sister at 
the bedside, ‘“‘including Mrs. Cull, as it were, in 
the conversation”; he did not remember Mrs. 
Cull making any remark. He admitted he was 
wrong in being satisfied, but these circumstances 
did satisfy him that the patient knew what 
he was-going to do. He honestly believed Mrs. 
Cull was better off now; she was a woman who 
ought not to have another pregnancy. Further 
evidence was given for the defence by various 
witnesses. Mr. G. H. Steele, of Guildford, con-| 
sulting surgeon to the hospital, said it would not 
have been proper to terminate Mrs. Cull’s 
pregnancy in 1929 if there had been a prospect 
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of a future pregnancy. Sir Henry Simson said 
that from the medical and eugenical point of 
view the patient certainly should not have had 
any more children; further pregnancies would have 
been a source of danger to her life and health; it 
was probable she would never have a healthy 
child. He had never heard it said that removal 
of the uterus made epilepsy worse; on the con- 
trary, the operation had been recommended as a 
cure for epilepsy. Sir Farquhar Buzzard giving 
similar evidence said that the patient’s medical 
history showed that she suffered from major 
epilepsy, and that pregnancy increased the 
epileptic condition; that tendency would be 
progressive. In his opinion the operation per- 
formed by Mr. Butler could not permanently 
affect the epilepsy. Sir Farquhar deprecated 
the marriage of epileptics; the only case in which 


an epileptic should marry was where, under 


treatment, there had been years of immunity. 

In answer to specific questions left to them by 
the Lord Chief Justice, the jury found that there 
had been a negligent breach of contract by the 
hospital authorities, damages being assessed at 
£120. There had been trespass on the part of 
Mr. Butler, damages being assessed at the 
apparently contemptuous figure of one farthing. 
The jury added a rider that Mr. Butler’s trespass 
was due to the hospital authorities’ negligence. 
As £25 had been paid into court on behalf of 
Mr. Butler, the plaintiffs would ordinarily have 
to pay his costs. Lord Hewart has deferred his 
decision on the question of costs —The Lancet, 
1932, 2: 1377. 





The Dog in the Car 


Motorists who are also dog-lovers have to 
thank the persistence of a medical practitioner 
for a helpful decision of the Court of Appeal. 
The facts of the case were described in these 
columns when the result of the Hight Court pro- 
ceedings was recorded.’ Dr. Bernard Ley left 
his car outside Queen’s Buildings in the Borough. 
Inside the car was his Sealyham terrier, so tied 
up that its muzzle could protrude only three 
inches beyond the car door. A little girl ran 
into the street, went to the car and leant over; 
the dog snapped at her and bit her, and her 
father claimed damages. The jury failed to 
answer various questions put to them by Mr. 
Justice du Parcq—whether the dog was of a 
ferocious disposition; if so, whether Dr. Ley 
knew of its ferocity; whether he was negligent in 
leaving the dog so tied up; and whether his 
negligence caused the child’s injuries. All the 
jury could say was that there was no contributory 
negligence on the child’s part. In this deadlock 
the jury declined to give judgment for Dr. Ley 
but ruled that the action must remain as one in 
which the jury has been unable to agree—in 
other words, the plaintiff could begin the case 
all over again. The Court of Appeal has taken 


1. The Lancet, 1932, 1: 1006. 


a different view and has held that Dr. Ley is 
entitled to judgment. Lord Justice Greer says 
Dr. Ley was entitled to leave the terrier in his 
car for the reasonable protection of his car when, 
according to the needs of his business, he had to 
be absent, provided that he took reasonable 
steps to protect those who were entitled to use 
the public highway. Not only had Dr. Ley 
fastened the dog inside the car; he had also 
warned the children to keep away from it. 
Legally, as Lord Justice Scrutton had pointed 
out, a dog is not classed as a ferocious animal; a 
dog-owner is not liable in damages unless the 
dog has to his knowledge acquired some vicious 
habit or propensity of which he is aware. That 
being the position of the law in the case of a dog 
loose upon a highway, how much more must 
the owner be protected from liability if he has 
confined his dog inside a vehicle so that it cannot 
get at anybody unless interfered with. The 
child brought the injury on herself. There was 
no evidence, said the Lord Justice, on which the 
jury could give answers which would make Dr. 
Ley liable; the defendant was consequently 
entitled to judgment. The Court of Appeal, it 
seems, was invited to give a ruling as to the 
right of a car-owner to leave in his car a dog 
known to be dangerous. The Automobile Associ- 
ation and the police, it was said, would like to 
know how such a man stood. But it is not the 
habit of English judges to answer abstract 
questions. Lord Justice Scrutton drily observed 
that the Court would give its ruling when the 
Automobile Association and the police produced 
the appropriate case.—The Lancet, 1932, 2: 36. 


‘‘In Nature’s battle against disease the physician 
is but the helper, who furnishes Nature with weapons; 
the apothecary is but the smith who forges them. The 
business of the physician, therefore, is to give to 
Nature what she needs for her battle. Nature is the 
physician. Ere the world perishes many arts 
now ascribed to the work of the Devil will become 
public, and we shall then see that most of these 
effects depend on natural forces.’’—Paracelsus. 


‘<Thoughtful men, escaped from the blinding in- 
fluences of traditional prejudice, will find in the lowly 
stock whence man has sprung, the best evidence of the 
splendour of his capacities; and will discern in his long 
progress through the Past a reasonable ground of faith 
in his attainment of a nobler Future There 
is no alleviation for the sufferings of mankind except 
veracity of thought and action and the resolute facing of 
the world as it is, when the garment of make-believe by 
which pious hands have hidden its uglier features is 
stripped off.’’—Hualey. 
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MEDICINE 


Coeliac Disease. Haas, S. V., J. Am. M. Ass., 


1932, 99: 448. 


Although usually an affection of infancy, 
celiac disease may occur later with an abrupt 
instead of the customary gradual onset. The 
clinical picture includes edema, flabbiness, 
protruding abdomen, emaciation, irritability, 
anorexia, with frequent large pale foul-smelling 
stools, whose large content of fat can only be 
accounted for by the throwing off of large 
quantities of fat-containing epithelium from 
the intestinal wall. Growth is more important 
as a criterion of progress than weight. There 
is some reason to believe that the tendency may 
exist in families. Twins may be affected and 
relatives. 

There is a peculiar intestinal flora, B. col 
being greatly diminished. There are no definite 
pathological changes in any organ or tissue. 
The chief fault is the handling of carbo- 
hydrates and, to a less degree, of fats. The 
usual rising blood sugar curve after taking 
sugar is absent. Protein milk enables us to 
remove most of the carbohydrate from the 
milk while maintaining life. It can be used 
in powder form. Later it was found that ripe 
bananas could be added without any upset. 
The method that has been most successful is 
to begin with the two articles of diet men- 
tioned above, using either bananas or banana 
powder, adding beef juice, cheese, egg-white, 
orange juice, ete.—potatoes and bread almost 
never. A year of careful diet is required. 
Vitamins are included. Apparently bananas 
change the intestinal flora as acidophilus milk 


does. Cases are quoted. 
P. M. MACDONNELL 


Relation Between Gastric and Renal Disease. 
Friedenwald, J. and Morrison, 8., J. Am. M. 
Ass., 1932, 99: 524. 


The intimate relation between the kidneys 
and digestive organs is explained by the depen- 
dence of both on the circulatory system, easily 
upset by renal disease, and their sharing to 
some extent a common nerve supply. The 
anatomical relations of the kidneys and gastro- 
intestinal tract also enter into the picture. 
The mucous membrane of the gastro-intestinal 
tract reacts variously to renal disease—show- 
ing swelling and edema in acute nephritis and 
a sort of hemorrhagic infiltration in chronic 
cases, ending in a sort of atrophic gastritis— 
even ulceration of the intestines. 

1. Digestive symptoms in renal diseases.— 
Absorption of toxie products—by action with 
the mouth seecretions—forms ammonia, produc- 





ing the odour of urine in the breath, bad taste, 
coated tongue, eventually general gastro- 
intestinal upset; when absorption reaches the 
stage of uremia, diarrhea and vomiting at- 
tempt to eliminate the nitrogen products. 
The type of onset varies in acute and chronic 
forms, the latter often producing anemia. In 
pyelitis and such conditions the indigestion, 
ete., reflects the toxicity; where renal colic 
occurs various gastro-intestinal symptoms are 
produced, sometimes masking the real trouble. 
Renal ptosis, usually associated with a viscerop- 
tosis and Dietl’s crises, is of course mechani- 
cal in nature and can be so approached. 

2. Renal disease of gastro-intestinal origin.— 
In intestinal obstruction, especially when high 
up, as a result of the severe toxemia the 
kidneys are damaged, usually in the tubules 
rather than the glomeruli, the symptoms disap- 
pearing after relief of the obstruction. Uremia 
may follow gastro-enterostomy where there has 
been existing chronic nephritis. In pyloric 
obstruction toxie nephritis often develops and 
intestinal stasis may produce more gradual but 
similar changes, leading to hypertension and 
its accompaniments. 

P. M. MAcDONNELL 


Brain Tumours. A Report of the Types seen 
in General Practice. Zollinger, R. and Cutler, 
E. C., Am. J. M. Sc., 1932, 184: 149. 


The authors plead for surgical intervention in 
all cases where tumour of the brain is suspected, 
as exploration may reveal a lesion which is 
amenable to radical surgical treatment. They 
emphasize the diagnostic importance of the clin- 
ical trend of headache, vomiting, and optic 
neuritis and add a fourth, namely, the appear- 
ance of the skull in the skiagram, In their ex- 
perience about 12 per cent of tumours of the 
brain are meningiomata, that is, they arise from 
the meninges. These tumours do not infiltrate 
the brain, and give excellent surgical results. 
The bony changes which are characteristic of 
these are: (1) local erosion and vascularity ; (2) 
osteoma formation; (3) spicule formation; (4) 
diffuse thickening; (5) enlargement of the min- 
ingeal channels and (6) calcification within the 
tumour itself. 

Perineural fibroblastomata, or spinal nerve 
tumours do not infiltrate the brain, but their 
complete removal is difficult, for anatomical 
reasons. Surgery prolongs life from three to 
six years as a rule. Pituitary tumours compose 
about 5 per cent of all brain tumours. TlHey 
are readily recognized clinically, as chromo- 
phobe adenomata are associated with the signs 
and symptoms of hypopituitarism, while chrom- 
ophil adenomata accompany the syndrome of 
acromegaly or hyperpituitarism. Where the 
pituitary tumour is cystic surgery offers the 
best results. On the other hand, when the 
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tumour is embryonic and solid, deep x-ray 
therapy gives equally good results. The most 
common and most malignant of the brain tu- 
mours are the gliomata. Fifty per cent of brain 
tumours fall into this group. Usually they 
eannot be completely removed by surgical 
means. They are divided into three groups, 
astrocytomata (43 per cent) ; spongioblastomata 
(30 per cent); and medulloblastomata (20 per 
cent). The authors believe that roentgen-ray 
therapy should be combined with surgery in the 
treatment of gliomata. The more embryonic the 
type of cell in the tumour, the more successful 
will be the roentgen-ray therapy. 

E. S. MILLS 


Transient Complete Bundle-Branch Block. 
Morris, R. S. and McGuire, J., Am. J. M. Sc., 
1932, 184: 202. 


Morris. and McGuire report two cases of 
transient complete bundle-branch block, with- 
out evidence of coronary occlusion, in patients 
without previous cardiac symptoms. Both 
were women, the one forty-six years of age 
and the other fifty-one years. The onset in the 
one instance was associated with acute pul- 
monary wdema which made its appearance 
while the patient was riding horse-back. The 
other patient was convalescing from a chole- 
cystectomy operation, when she became faint, 
cyanotic, and breathless, with a marked re- 
duction in the pulse rate. In both instances 
there was definite electrocardiographie evidence 
of complete bundle-branch block. No cause 
for the heart-block in the first case could be 
found, but in the second the Wassermann test 
was positive, and subsequent electrocardio- 
cardiographie records showed cardiac damage 
without actual heart block. 

The authors conclude that transient complete 
heart-block is probably more frequent than a 
review of the literature would indicate. The 
absence of pain, fever, leucocytosis, and fric- 
tion rub are considered sufficient to eliminate 
the possibility of coronary occlusion in these 
patients. 

E. 8S. MILis 


White Blood Cell Counts in Convalescence from 
Infectious Diseases. Reznikoff, P., Am. J. M. 
Sc., 1932, 184: 167. 


Reznikoff has studied the variations in the 
leucocytes in convalescence from such acute 
diseases as pneumonia, rheumatic fever, infecti- 
ous arthritis, acute tonsillitis, scarlet fever, 
erysipelas, and cerebrospinal meningitis. In all, 
about 200 patients were studied. During the 
active infection the hemogram (differential 
study of leucocytes) showed an increase in im- 
mature polymorphonuclear cells and a depres- 
sion of lymphocytes, monocytes and eosinophiles. 
These changes were both relative and absolute. 
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As the intensity of the infection subsided there 
was a decrease in the number of immature 
polymorphonuclear cells and an abrupt increase 


in the monocytes. This increase in monocytes 
may last only a short time—perhaps twenty- 
four hours. As convalescence progressed the 
immature polymorphonuclear cells returned to 
normal, the monocytes decreased, and the 
lymphocytes and eosinophiles showed an _ in- 
crease. With complete recovery the blood cells 
returned to normal. 

The hemogram in tuberculosis has been used 
for some time as an indication of progress. It 
is in no way different, according to Reznikoff, 
from that in any acute infectious disease, except 
that the duration of the various phases is much 
longer. The author concludes by reminding the 
reader that the hemogram is after all only one 
non-specific laboratory factor, and that it is 
necessary to make sequential counts at frequent 
intervals rather than isolated determinations, 
if it is to be of any help in a general clinical 
consideration of the disease process, be this 
tuberculosis or any other inflammatory process. 

E. S. MILLs 


Sensitization in Sinus Disease. Hurwitz, G. H.., 
California and Western Med., 1931, 35: 1. 


Sensitization of the nasal mucosa to protein 
substances, especially to pollens, is an impor- 
tant cause of disease of the nasal accessory 
sinuses. The sensitization itself leads to swell- 
ing of the mucous membranes. This interferes 
with drainage, and infection and polyposis 
follow as the result, rather than as the cause, 
of the allergic symptoms. The writer found 
sinus disease in about 50 per cent of the hay- 
fever patients in his clinic. He quotes Hansel 
as being able to demonstrate histopathological 
changes in the mucous membranes characteris- 
tic of allergic disease in patients having the 
symptoms of nasal allergy, whether com: 
plicated by infection or not. 

The diagnosis of allergic sinus disease can 
be made from the clinical history, rhinoscopic 
examination, demonstration of eosinophilia in 
the nasal secretions, and by cutaneous tests. 

The treatment of these conditions demands 
the cooperation of the rhinologist and the 
allergist. A combination of desensitization 
and local surgical measures may be essential. 
Where infection is present and drainage is 
obstructed, surgery will often be necessary, but 
where mechanical obstruction is caused by a 
swollen allergic mucous membrane local shrink- 
age may give sufficient relief, pending the more 
permanent results obtainable by specific de- 
sensitization. The-decision must be an indi- 
vidual one. Vitamin A, sunshine, cod liver oil, 
and calcium are termed important adjuvants. 

T. G. HEATON 
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Tumours of the Small Intestine. 
Ann. Surg., 1932, 96: 269. 


Tumours of the small intestine are unusual. 
They may occur at any age.. They are more 
frequent in males. The tumours found are: 
the chronic inflammatory type, lipomata, myo- 
mata, adenomata, carcinoid tumours, hemangio- 
mata, fibromata, pancreatic rests, hematomata 
and cysts. Tumours may develop as intra- 
luminar or extraluminar growths. The former 
arise in the various layers of the bowel wall, 
and are usually benign. They are either 
pedunculated or flat, grow slowly, and only draw 
attention to themselves when they produce ob- 
struction. The latter arise from the serosal 
surface. They may protrude into the peritoneal 
cavity or develop into the mesentery. Chronic 
inflammatory lesions encirele the lumen involv- 
ing all coats. Fibromata are rare. They are 
found with equal frequency in jejunum, duo- 
denum and ileum. The myomata are prone to 
bleed. Adenomata are common, as a rule single. 
They are small and generally sessile. Carcinoid 
tumours may occur singly, are small, may be 
sessile or pedunculated, grow slowly, and 
metastasize rarely. Pancreatic rests occur in the 
duodenum, jejunum and ileum. The nodules 
are small and are prone to malignant degenera- 
tion. Hemangiomata are very rare. Duodenal 
eysts are comparatively frequent. Carcinoma 
may occur: (1) as part of a local or general 
intestinal polyposis; (2) as multiple or single 
embryonal tumours; (3) as localized adeno- 
earcinomata. This last is the commonest type. 
Carcinoma of the small intestine is the com- 
monest neoplasm in the small intestine. Metas- 
tases are common, usually involving liver, lungs, 
mesentery and peritoneum. Sarcoma are rare, 
usually single and found in the ileum. There 
are three types: (1) growth from. the peritoneal 
surface of the bowel wall; (2) a small polypoid 
mass projecting into the lumen; (3) a flattened 
extensive infiltration of the wall of the intestine. 
The second type is the commonest. It is evi- 
denced by months of colicky pain, fever, 
cachexia, and finally ileus, due to intussuscep- 
tion. 

Early accurate diagnosis depends on a thor- 
ough evaluation of the earliest symptoms. These 
may be mild colicky twinges, variations in the 
character of stools after the onset of severe pain, 
abdominal discomfort, and loss of weight. 
X-rays are frequently helpful, but not infallible. 
Benign tumours are usually not heard from 
until they produce severe hemorrhage, intestinal 
obstruction, or intussusception. Neoplasms of 
the duodenum usually cause pain in the epi- 
gastrium. Nausea is frequent and the patient 
may complain of heartburn and eructation. 
Jaundice may result from neoplasm in the 


Cave, H. C., 


ampullary segment of the duodenum. Cancer 
of the ileum gives rise to no signs which render 
the localization of the disease a matter of 
certainty. 

Tumours of the small intestine should be 
treated surgically. If no obstruction is present 
resection is a matter of choice. Should a mild 
obstruction be present a two-stage side-tracking 
procedure is wise. Prognosis is particularly un- 
favourable in malignaney of the small bowel. 
In the benign group prognosis is good. The 
author reports 15 cases operated upon, 5 of 
whom died within eight days of the operation. 

StTuaRT GORDON 


Advanced Gastrojejunal Ulcer. Estes, W. L., 


Ann. Surg., 1932, 96: 250. 


Gastrojejunal ulcer occurs almost exclusively 
in men. It usually oceurs following gastro- 
enterostomy for duodenal ulcer. It may fol- 
low partial gastrectomy. It is almost unknown 
following excision and gastroenterostomy for 
gastric ulcer. The ulcer develops within two 
to eight years following operation, usually. 
Statistics of incidence vary from 1.6 to 34 per 
cent. The correct percentage is probably 
about 3. Factors predisposing to development 
of the ulcer are: (1) improper after treatment ; 
(2) errors in technique; (3) a constitutional 
tendency to form uleers. 

The ulcer is usually in the line of anasto- 
mosis. It may occur in the jejunum. Here it 
has a great tendency to perforate. It may 
partly or completely close the stoma or per- 
forate the colon. Gastrojejunal ulcers have a 
great tendency to bleed. Hematemesis never 
oceurs. 

Characteristic symptoms are pain shortly 
after eating to the left of the mid-line; tender- 
ness. There is a great tendency to periodic 
recrudescence. The pain may be relieved by 
food or alkalis. Occasionally neither of these 
give relief. Clinically, there are two types, 
acute and chronic. The former may perforate 
with no premonitory symptoms. 

Few, if any, cases are cured without surgery. 
The surgical procedure varies with the type 
of lesion found. If the original duodenal ulcer 
is healed and the marginal ulcer small, aboli- 
tion of the stoma with excision of the ulcer is 
the most satisfactory operation. If the duo- 
denal ulcer is still present some type of gastric 
resection must be done. Those cases with wide 
inflammatory reaction in the mesentary of the 
colon are benefited by preliminary jejunostomy 
for feeding. In re-operation, (1) mucosal 
trauma must be kept at a minimum, (2) there 
should be a radical change in the type of 
anastomosis, (3) jejunostomy for feeding must 
be considered, (4) careful post-operative treat- 
ment, including proper diet, elimination of 
foci of infection, and no alcohol or tobacco. 
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Treatment is beset with many difficulties. 
What is done depends entirely on condition 
found at operation. Post-operative mortality 
reported in the British series is 33 1/3 per 
cent. The author reports 2 cases in which 
conservative procedures safely met the special 
problem encountered in these particular in. 
stances of gastrojejunal ulcer. 

STUART GORDON 


The Treatment of Dupuytren’s Contraction. 
Davis, A. A., Brit. J. Surg., 1932, 19: 539. 


The author gives a review of thirty-one cases 
using various methods of treatment and at- 
tempts to evaluate the different forms of treat- 
ment. The etiology, of course, is not deter- 
mined. The average age of the patient is fifty- 
four years. Thirty of the thirty-one cases were 
males. Both hands were affected in 58 per cent 
of the cases; the right hand 22 per cent and 
the left 20 per cent. The average duration be- 
fore operation was seven years. The average 
duration since the operation was three years. 

Four types of treatment were used; excision 
‘ of the affected palmar fascia and _ suture, 
multiple subeutaneous fascial division, injection 
of fibrolysin, and amputation. Excision of the 
palmar fascia gave a perfect result in 38 per 
cent of eases, with a complete failure in 30 per 
cent, and 20 per cent were rendered worse due 
to scar tenderness and finger anesthesia. In 
many of these cases the anatomical result was 
good. He believes that injection of fibrolysin, 
radium and x-ray therapy are of no value. 

The probable cause of failure in most cases 
is, firstly, imperfect eradication of all the dis- 
eased fascia, of all the involved skin, leading to 
recurrent finger flexion, and secondly, recurrent 
palmar nodules. He believes that the prolonged 
immobilization of the affected fingers has a 
secondary effect on the glenoid ligaments on the 
palmar aspect and the collateral ligaments at 
the side of the proximal interphalangeal joints. 

He believes that uniformly good results 
follow multiple subeutaneous fasciotomy. The 
instrument is inserted between the skin and 
tense band, and the latter carefully divided. 
From five to fifteen incisions may be needed, 
according to the severity of the case. Continu- 
ous splinting for a week is adopted, followed 
by massage and manipulation with a night splint 
for a further month. This is usually done under 
a local anesthetic. Of the eight cases done by 
this method, six remained free from recurrence 
from one to five years after the operation, while 
one showed partial and one complete return at 
intervals of two and four years. 

In the operation of fascial excision he believes 
that the V and Y incisions to be bad, and ad- 
vocates the longitudinal incision, unless a skin 
graft is contemplated, then he favours the Y 
incision and a full thickness skin graft in 
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labouring men and a Thiersch graft in non- 
labouring patients. 

He believes that the implantation of fat or 
fascia is theoretically undesirable. 
W. L. GRAHAM 


OBSTETRICS AND GYNACOLOGY 


Radium Therapy in Uterine Hemorrhages of 


Benign Origin. Phaneuf, L. E., Am. J. Obst. 
& Gyn., 1932, 24: 225. 


Radium employed in suitable doses, in prop- 
erly selected cases, is a valuable agent in the 
treatment of uterine hemorrhages of benign 
origin. It finds its greatest field of usefulness 
in women near or at the menopause, having 
severe hemorrhages from uteri showing no gross 
macroscopic lesions, as in hypertrophy and 
hyperplasia of the endometrium. It should be 
used cautiously, to avoid hysterectomy, in the 
hemorrhages of adolescence, and only after med- 
ical, endocrinal and hemostatic treatment have 
failed. Here minute doses should be employed. 
Phaneuf has never gone above 600 mg. hours in 
this type of case. Radium should not be used to 
regulate the menstrual periods and in an at- 
tempt to favour pregnancy, because of the risk 
involved to the product of conception. It is of 
value in treating small fibromyomas of the in- 
terstitial type, especially in women nearing the 
menopause. 

A single application, when an appropriate 
dose is given, is sufficient to bring on permanent 
amenorrhea. These cases may be successfully 
treated with a small amount of radium (0.050 
grm.), and with a minimum amount of ap- 
paratus. 

Radium-therapy offers two important advan- 
tages: the first, the absence of primary mortality 
in properly selected cases; and, the second, the 
short period of hospitalization which its em- 
ployment necessitates. Local infiltration anes- 
thesia, to permit dilatation, curettage, and the 
application of the radium, container, was so sat- 
isfactory in Phaneuf’s hands that he feels it 
will replace other forms of anesthesia in these 
eases in his practice. Ross MITCHELL 


A Study of Fetal Mortality, Harer, W. B., 
Am. J. Obst. & Gyn., 1932, 24: 254. 


Two hundred and thirty fetal deaths oc- 


‘curred in 2,635 consecutive deliveries on the 


maternity service of the university hospital in 
the past 58 months. Of these 42 were under 
28 weeks of pregnancy and hence were not 
analyzed. The remaining 188 cases consisted 
of 68 ante-partum, 49 intra-partum and 71 neo- 
natal deaths. There were 118 unavoidable and 
70 preventable deaths. This last group was 
the chief object of study. Many fetal deaths 
are due to causes entirely beyond the control of 
the obstetrician. 
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Vertex presentations give the lowest fetal 
mortality. Of these the ratio of fetal mor- 
tality between ‘occipitoanterior, occipitoposterior 
and occipitotransverse position is as 1: 4.5: 5. 
Breech presentations have a fetal mortality 
rate nearly 3 times that of vertex presenta- 
tions. Compound and transverse presentations 
give a high rate of fetal mortality in this series, 
due chiefly to prolapsed cord. 

All operative procedures, other than Cesarean 
section, increase fetal mortality, and the earlier 
in labour the interference is undertaken, the 
greater is the danger of fetal death. The ratio 
of fetal deaths in low, mid, and high forceps 
cases is as 1: 3: 12 respectively. Cesarean 
section performed after long labour does not 
materially reduce fetal mortality. The earlier 
Cesarean section is done the lower the fetal 
(and maternal) morbidity and mortality. 

Fetal mortality in toxemia of pregnaney de- 
pends upon the same factors as in non-toxemic 
cases, plus the effect on the fetus of the toxins 
circulating in the maternal blood. This latter 
fact is so variable and so difficult to evaluate 
that definite conclusions are not warranted. 

Although the number of cases is relatively 
small the series of abruptio placente and 
placenta previa cases shows that early Cesarean 
section gives the lowest fetal mortality. 

The incidence of positive Wassermann re- 
actions in this series corresponds closely with 
that reported by Williams in 1920. The fetal 
mortality due to syphilis, however, is very 
much lower, due, undoubtedly, to improved 
methods of treatment devised during the past 
eleven years. 


Ross MITCHELL 


Transverse Presentation. Eastman, N. J., Am. 
J. Obst. & Gyn., 1932, 24: 40. 


In the 147 cases of transverse presentation 
studied at the Johns Hopkins Hospital, there 
were 5 maternal deaths, an incidence of 3.4 per 
cent. The chief danger to the mother in trans- 
verse presentations rests not so much in the 
mechanical difficulties associated with the trans- 
verse position of the fetus per se, as in certain 
accompanying conditions, particularly early 
rupture of the membranes, incomplete dilatation 
of the cervix, and placenta previa, complica- 
tions which are often the precursors of intra- 
partum infection and rupture of the uterus. 

The fetal mortality in the registered cases in 
this series, considering only cases in which the 
fetus weighed 2500 grm. or more, was 27.6 per 
cent, while if the cases delivered by Cesarean 
section be excluded from this group, it rose to 
37.0 per cent. The underlying factors in the 


causation of fetal death were early rupture of 


the membranes, slow and incomplete dilatation 
of the cervix, prolapse of the umbilical cord and 
hour-glass contracture of the uterus. Hour- 





glass contracture of the uterus was observed in 
8.2 per cent of the 147 cases, often occurred 
early in labour, and constituted an important 
cause of fetal death. 

Active measures to prevent early rupture of 
the membranes should be instituted in every 
ease of transverse presentation, and to this end 
the use of the vaginal bag is recommended. In 
certain cases of transverse presentation, par- 
ticularly when the membranes have ruptured 
early, the judicious employment of Cesarean 
section is advised. Ross MITCHELL 


The Morbidly Adherent Placenta. Salmond, 
M., J. Obst. & Gyn. of Brit. Emp., 1932, 39: 
346. 


At the Royal Free Hospital, London, between 
the years 1921 and 1929, sixty-six cases oc- 
curred in which the placenta had to be re- 
moved manually. These include some in which 
the placenta was totally adherent, but after 
manipulation a line of cleavage could be found 
at the serotina, and others in which only a 
part of the placenta was adherent. True 
placenta accreta is rare, and is not included. 

Manual removal was undertaken for hemor- 
rhage; a third stage of one hour or more; and 
when cotyledons were missing. The method 
employed was as follows. The perineum and 
vagina are painted with flavine or violet green. 
The right hand, gloved to the elbow, is intro- 
duced into the uterus, and separates the 
placenta from above down, while the left one 
controls the uterus through the abdomen. 
When the placenta is separated it is removed 
by traction on the cord, after which the uterus 
is again explored by the right hand which is 
still in utero. When the uterus is empty an 
intrauterine douche of iodine, one drachm to 
the pint, is given, and also 0.5 ¢.c. of pituitrin 
hypodermically. Sometimes glycerine is used 
instead of the iodine douche, since it promotes 
contraction and retraction of the uterus. 

Removal of the placenta manually should be 
considered a serious operation, Bumm, as 
quoted by DeLee, reports a mortality of 10 per 
cent, and at the Boston Maternity Hospital, 
the morbidity rate is given as 25 per cent. 
Deaths occur either from hemorrhage or from 
sepsis. 

Why the placenta should not separate 
normally is difficult to determine, but if the 
endometrium is unhealthy from previous abor- 
tions this may predispose. ELEANOR PERCIVAL 


Some Reflections on the Treatment of Placenta 
Previa. Moller, E. E., J. Obst. & Gyn. of 
Brit. Emp., 1932, 39: 227. 


There are two different ways of lessening the 
loss of blood in eases of placenta previa. The 
older method is by pressure of the detached 
part of the placenta against the placental -site, 
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either by rupturing the membranes, by vaginal 
packing, by version, or by the introduction of 
a bag, all of which have very definite disad- 
vantages. The other method is interference by 
Cesarean section at an early stage, before the 
hemorrhage has become severe. In slight cases, 
where the placenta just reaches the internal os, 
rupture of membranes is often sufficient, spon- 
taneous delivery resulting in a large number of 
eases. In central and lateral placenta previa 
where the hemorrhage is considerable, hipolar 
version is often resorted to, with results which 
leave much to be desired. It is in these cases 
that Cesarean section, without making the 
chances worse for the mother, greatly improves 
the results for the fetus. 

ELEANOR PERCIVAL 


UROLOGY 


The Diagnosis and Present-day Treatment of 
Ureteral Stone. Mathe, C. P., J. Urol., 1932, 
28: 2, 133. 


The characteristic symptoms of renal colic, 
hematuria, nausea and vomiting, chills and 
fever are caused by a great many things other 
than ealeuli. Stricture and kinking of the 
ureter are common, and of the general causes 
appendicitis is by far the most frequently con- 
fused. Twenty-five per cent of all cases in the 
author’s series of right-sided caleuli had pre- 
viously been operated upon for appendicitis or 
pelvic disease. Gall-bladder disease, tabes, 
duodenal ulcer, and intestinal obstruction may 
also be confused. 

In making the diagnosis the ureteral catheter 
and x-ray are invaluable. In introducing the 
catheter the sense of resistance caused by the 
impeding stone is of great value. The wax-tip 
catheter is also of aid, showing, when examined 
by the lens, a characteristic gouge in the wax. 
With improved technique very few ureteral 
stones are invisible. Most non-opaque stones 
are composed of uric acid, and Beer has pointed 
out that in most of these cases the urine col- 
lected from that side will show uric acid 
crystals. Calcified glands and phleboliths are 
often confusing and calculi in a bifid ureter or 
a diverticulum are particularly so. Stereo- 
scopic films, the employment of a rigid dilator, 
and ureteropyelography are of much assistance 
here. Intravenous pyelography is of great 
value here at times, but if the kidney does not 
happen to be functioning well the shadow may 
be very faint and of no help, and this is true 
even in some cases where the kidney function 
is normal. 

The treatment is divided into (1) expectant; 
(2) eystoscopic mancuvres; and (3) surgical. 
The first may be employed in the case of small 
stones, provided they are not obstructing and 
are moving. It consists in the consuming of 
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large amounts of water for the purpose of 
washing the stone out through the normal 
channels. (2) Cystoscopic maneuvres consist in 
dislodgement of the stone by the passage of 
ureteral catheters, dilatation of the ureter with 
bougies, and the injection of lubricating and 
chemical substances. Stones situated in the 
lower portion of the ureter are more likely to 
be passed following the above procedures. 
Many types of instruments have been devised 
for the removal of stones, but, generally 
speaking, the trauma produced by the manipu- 
lation of these instruments far offsets their 
value. Gradual dilatation with the employ- 
ment of the retention catheter affords the most 
rapid relief of renal colic and assures drain- 
age from the kidney. It permits the injection 
of olive oil or glycerin and analgesics such as 
novocain, and it is the method of choice. If 
the meatus of the ureter is too small to permit 
of dilatation it is best incised with scissors. If 
hemorrhage occurs it may be controlled with 
fulguration. In using the scissors electrode 
one is likely to fulgurate the opposite wall of 
the ureter with subsequent scarring. Complete 
relaxation of the body favours the expulsion of 
stones and this is aided by Sitz baths and hot 
rectal irrigations. 

(3) Surgical interference for ureteral stone. 
If after a reasonable time the stone shows no 
tendency to descend following dilatation; if 
there are continual pain, chills and fever; if 
anuria is threatening; or if there is extensive 
disease or absence of the opposite kidney opera- 
tion is indicated. If the patient supports 
cystoscopic treatment badly, or if the stone is 
more than 2 em. in diameter no time should be 
wasted with expectant treatment. 

Stones in the upper ureter are best approach- 
ed through the usual lumbar kidney incision; 
those in the middle ureter by the lateral rectus 
incision ; those of the lower ureter by Albarran’s 
anterior abdominal retroperitoneal incision fol- 
lowing the crest of the ilium, or by Gibson’s 
midline incision. Those impacted in the intra- 
mural portion of the bladder can be approached 
by the transvesical route. In cases of long- 
standing stone, in which considerable cicatriza- 
tion of the ureteral wall has taken place, it is 
well to incise the ureter above the stone where 
it is healthy. The incision in the normal ureter 
is less likely to be followed by fistula or 
stricture formation. If the stone is embedded 
deeply in the wall of the ureter or is in a 
diverticulum incision over it is_ essential. 
In these cases it is best to dilate the ureter and 
not to suture it. In replacing the ureter after 
removal of the stone it should be placed so as 
not to angulate it and impede the flow of urine. 
There is a difference of opinion as to whether 
or not it is of advantage to leave in a retention 
ureteral catheter. A film should invariably be 
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taken just before the operation, as it is well 
known that certain stones may migrate, espe- 
cially if the ureter is dilated. 

The post-operative complications of stricture 
and fistule should never occur if one is careful 
to dilate any associated or resultant stricture. 
Where a pyonephrosis or a hydronephrosis are 
removed for a stone in the ureter the ureter 
and stone should also be removed, otherwise 
there may be constant pain and _ infection 
favouring stone formation or infection of the 
opposite side. 

N. E. BERRY 


OPHTHALMOLOGY 


Diabetic Retinitis in a Patient Aged Twenty- 
Two. Adams, P. H., Brit. J. Ophth., 1932, 
16: 38. 


Diabetic retinitis is commonly regarded as a 
late condition, found in elderly diabeties, and 
considered to be secondary to the vascular 
changes which oceur, rather than to the diabetes 
as such. The following case, therefore, seems 
to be of sufficient. interest and importance to 
justify publication. 

C.H., aged 22 years, came to the Oxford Eye 
Hospital on October 16, 1931, complaining of 
pain in the right eye for the previous week. On 
examination, the right eye was injected: and 
the pupil was filled by a greyish exudate, which 
also obscured all details of the iris; the left eye 
was quite quiet, the pupil circular and active, 
and the iris normal. V., R., hand movements, 
L.6/9. He was admitted to hospital, and the 
urine was found to contain a large quantity of 
sugar. He was treated for the iritis and in 5 
days the exudation had absorbed. 

Dr. W. T. Collier, physician to the Radcliffe 
Infirmary, examined the patient and reported 
as follows: ‘‘I ean find nothing abnormal: in 
this boy, apart from the diabetic condition. Ex- 
amination of heart, lungs and abdomen nega- 
tive. The urine contained a very fair amount 
of sugar, a very faint trace of albumin, and 
no acetone or diacetic acid. The blood sugar at 
2.30 p.m. was 0.3 per cent. On enquiring into 
the past history, I was informed that the 
diabetes was discovered first about two years 
ago, when he had had some injections of insulin. 
On the suggestion being made of this treatment 
being resumed, the man promptly bolted and 
we have seen no more of him.’’ 


We have here, then, a definite case of diabetic 


retinitis in one eye, and typical hemorrhages in 
the other eye, in a man of 22 years of age, with- 
out obvious signs of diseased blood vessels and 
with a blood pressure of only 100/75. 


S. HanrorpD McKEE 
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NEUROLOGY AND PSYCHIATRY 


Raynaud’s Disease. White, J. C., New Eng. 
J. Med., 1932, 206: 1198. 


The etiology of Raynaud’s disease remains 
unsettled. Lewis’ recent theory that normal 
vasoconstrictor impulses cause the attacks of 
partial asphyxia by acting on abnormal digital 
arterioles fails to explain the absence of vaso- 
spasm immediately after sympathetic neurec- 
tomy, the marked vascular responses that go 
with emotional changes, and the excessive 
perspiration which is such a striking char- 
acteristic of these cases. Proof, however, of 
Raynaud’s original theory of a vasomotor 
neurosis would require demonstration that the 
sympathetic nervous system is in a state of 
exaggerated tonus, and convincing evidence on 
this point has not yet been produced. 

The immediate and late effects of sympa- 
thetic neurectomy on 6 cases of typical Ray- 
naud’s disease are reported. Resection of the 
two upper dorsal ganglia or of the second to 
fourth lumbar ganglia brought about an im- 
mediate paralysis of sympathetic tonus in each 
case. Whereas vasomotor paralysis following 
lumbar sympathectomy has been permanent, 
the dorsal operation has been followed by a 
recurrence of sympathetic nerve function in 2 
out of the 5 cases reported here and of 5 more 
operated on outside the hospital by members of 
the author’s clinic. When the regenerated 
vasoconstrictor fibres were again adequately 
blokeed by novocain or by re-operation there 
was a second disappearance of the manifesta- 
tions of the disease. As it thus appears that 
resection of the first and second dorsal sympa- 
thetic ganglia alone is insufficient to cause a 
permanent vasomotor paralysis, the author 
advises that the operation be extended upwards 
to include the inferior cervical ganglion. 

FRANK A. TURNBULL 


Subdural Hematoma in Infants. Peet, M. M. 
and Kahn, E. A., J.:Am. M. Ass., 1932, 98: 
1851. 


Cases of subdural hematoma in infants are 
often wrongly diagnosed as idiopathic hydro- 
cephalus and regarded as hopeless. The symp- 
tom first noted ‘is a gradual enlargement of the 
head, usually associated with convulsions, and 
seldom observed before the age of four months. 
In contrast to the dull, apathetic face of the 
hydrocephalie infant, these patients usually 
present a bright, alert expression, even though 
the eyeballs are displaced downwards. On per- 
cussion over the parietal region a dull note is 
obtained, while in hydrocephalus the note is 
tympanitic. Puncture of the fontanelle estab- 
lishes the diagnosis. In true hydrocephalus the 


ventricle is usually entered at a depth of one 
to two em., and colorless ventricular fluid ob- 





tained, but in subdural hematoma the fluid ap- 
pears just after the click of piercing the mem- 
branous fontanelle and varies from the colour of 
straw to that of almost pure blood. 

This condition usually develops in badly 
nourished infants, and is undoubtedly initiated 
by trauma. Only a very small percentage of 
these cases will recover spontaneously or after 
repeated punctures of the fontanelles. Opera- 
tion appears justified, although the mortality 
rate is high. Peet reports 9 cases upon whom 
a moderate-sized osteoplastic bone-flap was 
turned down and the greater part of both inner 
and outer membrane stripped away. Five re- 
covered. He suggests that conservative treat- 
ment might be tried if examination through a 


trephine opening reveals thin membranes. 
FRANK A. TURNBULL 


Alternating Oculomotor Paralysis in Traumatic 
Middle Meningeal Hemorrhage. Gurdjian, 
E. S., Arch. Neurol. & Psych., 1932, 28: 26. 
Middle meningeal hemorrhage may bring on 

palsy of the third nerve on the same side as the 

clot with contralateral paralysis of the body. 

Gurdjian reports three such eases. This 

syndrome—the so-called alternating oculomotor 

paralysis of Weber — results typically from a 

lesion in the anterior aspects of the midbrain, 

involving the corticospinal path and the fibres 
of the third nerve that traverse it. But in 
middle meningeal hemorrhage the syndrome 
arises by a different mechanism. Here the third 
nerve paralysis apparently results from pressure 
of the clot against the nerve in the middle fossa, 
and the associated contralateral paralysis of the 
body from direct pressure of the clot over the 
convexity of the hemisphere in the motor area. 
The author uses a bone-flap operation to 
facilitate complete removal of the clot. He 
prefers a general anesthetic with ether, as this 
affords some increase of intracranial pressure 

and thus serves to push the dura back to a 

normal position and lessen the danger of further 

bleeding from dura or bone. FRANK A. TURNBULL 


PATHOLOGY AND EXPERIMENTAL 
- MEDICINE 


Alkali and Insulin-Sensitivity in Rats. Hynd, 
A. and Rotter, D. L., Biochem. J., 1931, 25: 
1893. 


It has been shown that rats on a diet of high 
protein content (cheese) survive doses of 
insulin which produce fatal convulsions in rats 
on a high carbohydrate diet (bread and milk). 
It was suggested that the essential factor was 
the greater acid-producing power of the cheese 
diet, which may actually keep the pH and 
alkali reserve of the blood at low levels. This 


view is confirmed by the finding that the 
incorporation of alkali (sodium bicarbonate) 
in the cheese diet restores the responsiveness to 
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insulin, while ammonium chloride causes an 
acidosis which makes the animals resistant to 
insulin whatever the diet. It is suggested that 
hyperglycemia occurs in starvation and certain 
other conditions because the acidosis present 
prevents insulin from exerting its usual action 
effectively, and also that the success of the 
high-carbohydrate low-fat diets now in vogue 
in the treatment of diabetes is due to reduction 
of acidosis and hence greater efficiency of 
endogenous or exogenous insulin. D. L. THOMSON 


The Effect of Vitamin B. Complex on the Re- 
sistance of Rats to Enteritidis Infection. 
Ross, J. R. and Robertson, E. C., Am. J. Dis. 
Child., 1932, 3: 547. 


A group of young rats was fed a vitamin 
B-free diet, and a second group was fed a 
similar diet, plus 6 per cent dried brewers’ 
yeast. Both groups were infected by mouth 
with an enteritidis organism. Of 53 rats de- 
ficient in vitamin B, 19 per cent survived the 
infection, whereas, of the 51 rats given the 
yeast in addition, 75 per cent survived the 
infection. The Toronto writers conclude that 
the addition of the vitamin B-complex to a diet 
lacking in this factor increased the resistance 
of rats against infection. A. K. GEDDES 


HYGIENE AND PUBLIC HEALTH 


Cadmium Poisoning: II Experimental Cadmium 
Poisoning. Prodan, L., Indus. Hygiene, 1932, 
14: 174. 


The author’s summary of this experimental 
study with high and low exposures to the 
action of cadmium salts is as follows: 

A thorough review of the literature showed 
that the work done on cadmium was con- 
siderably varied, but unsatisfactory from the 
standpoint of the industrial hygienist. Al- 
though industrial cadmium poisoning occurs 
practically entirely through the respiratory 
system, the least work was done in this direc- 
tion. Even in feeding experiments the patho- 
logical changes were not precisely determined, 
since they were not verified by microscopic 
examination. Much has been achieved, there- 
fore, in the present study which presents valu- 
able information for the industrial hygienist. 

Cadmium poisoning was produced in cats 

through the respiratory system with cadmium 
oxide fume, cadmium oxide dust, and cadmium 
sulphide dust. From these experiments the 
following conclusions may be drawn. 
- Cadmium oxide fume or dust when inhaled 
produces an increase in the rate of respiration 
and abundant salivation, which appears during 
the exposure or immediately after. Later, the 
respiration becomes more dyspneie and noisy. 
The animals refuse entirely to eat or drink. 

In high concentrations cadmium oxide in- 
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duces the development of edema of the lungs 
which results in the death of the animals. In 
smaller amounts it produces generalized pneu- 
monia and bronchopneumonia, emphysema, and 
atelectasis. The development of the pneumonia 
is accompanied by a progressive thickening of 
the alveolar walls, constituting a permanent 
damage due to fibrotic tissue and indicated by 
the subjective symptom of increased rate of 
respiration. The emphysema at best is partly 
mechanical, being formed by filling of the small 
bronchioles and alveolar ducts with cadmium 
oxide. In very small amounts cadmium oxide 
produces sears in the lungs, though there are 
no subjective symptoms following such ex- 
posures. Cadmium oxide produces changes in 
the liver varying from a general granulation of 
the cells, as a minimum lesion, to a pronounced 
fatty infiltration of the cells from the central 
areas of the lobules, as a maximum lesion. 
The kidneys are affected by a fatty infiltration 
of the cells which is more pronounced in the 
convoluted tubules. The other organs in 
general are not affected. 

Cadmium is found mainly in the lungs, liver, 
and kidneys shortly after the exposure; later 
it becomes stored up chiefly inthe liver, 
kidneys, and bones. The animals exposed to 
cadmium sulphide dust manifested, symptoms 
only after twenty-four to thirty-four hours 
following the exposure. These consisted in 
vomiting, diarrhea, occasional salivation, and 
increased rate of respiration, which was 
dyspneic and noisy. 

Cadmium sulphide causes generalized pneu- 
monia and bronchopneumonia accompanied by 
cedema, and extensive emphysema and atelec- 
tasis of a mechanical nature. The lungs are 
usually the only organs affected. 

Cadmium is found mainly in the lungs, with 
a small percentage in the liver and kidneys. 
The difference in the distribution of cadmium 
sulphide and cadmium oxide is explained by the 
greater insolubility of the former compound. 

With both cadmium sulphide and cadmium 
oxide the excretion is effected very slowly 
through the kidneys and the gastro-intestinal 
tract. No definite blood changes are found. 

Cadmium poisoning was produced by feeding 
cats cadmium carbonate and cadmium phos- 
phate. Since no difference was noted in the 
action of these two salts, the same conclusions 
may be drawn from both group of experiments. 


Cadmium fed in large doses induces vomit- 
ing, with salivation and loss of appetite. 
Vomiting also occurs for a short period follow- 
ing medium doses, but is absent with small 
doses. The vomiting and loss of appetite are 
followed by loss of body weight. Irrespective 
of the dose of cadmium fed, the liver and 
kidneys are affected, with more pronounced 
lesions in one or the other. The liver presents 


changes varying from a general granulation of 
the cells to a pronounced fatty infiltration, 
which is more prominent in the convoluted 
tubules. The other organs are not usually 
affected. 

Cadmium is retained in the liver in greater 
absolute quantity, and in the kidneys in greater 
relative quantity. The bones also retain a high 
percentage. It is excreted very slowly through 
the kidneys and the gastro-intestinal tract. No 
definite blood changes are found _‘F. G. PEpLEy 


On the Effects of Prolonged Exposure to 
Sulphur Dioxide. Kehoe, R. A., Machle, W. 
F., Kitzmiller, K. and LeBlane, T. J., J. 
Indust. Hygiene, 1932, 14: 159. 


The effect of exposure to sulphur dioxide gas 
has some clinical and medico-legal interest to 
physicians in Canada, since several industrial 
processes, particularly the manufacture of sul- 
phite pulp, expose the workman to quite heavy 
concentrations of the gas. 

The study herewith reported was made in a 
plant manufacturing electric refrigerators. One 
hundred persons, exposed for varying periods of 
time to concentrations of gas varying from 70 
parts per million to 10 parts per million, were 
studied in comparison with 100 others in the 
same plant not exposed. A medical and ocecupa- 
tional history was taken, a thorough physical 
examination made and in nearly every instance 
x-ray pictures of the chest were taken in exposed 
and control groups. Statistical evidence is given 
to show that from a biometric standpoint the 
two groups were similar. 

The differences noted were chiefly in the respi- 
ratory tract. The exposed group gave a history 
of more frequent and more prolonged colds, but 
in view of the fact that the x-rays showed no 
significant difference as between the exposed and 
the control groups it seems quite likely that the 
condition recorded as colds may have been simply 
chemical irritation. Pharyngitis and chronic 
tonsilitis were recorded much more frequently 
in the exposed groups, as were symptoms of 
dyspnea on exertion and altered sense of taste 
and smell. Fourteen of the exposed group 
testified that their appreciation of taste and 
smell was altered, whereas none of the control 
group recorded this symptom. 

The chief symptoms associated with exposure 
to the gas were in order of frequency, irritation 
of the upper respiratory tract, coughing, 
epistaxis, constriction of the chest and hemo- 
ptysis. 

From this study it appears evident that no 
serious effects are to be anticipated from ex- 
posure to the gas in the concentrations men- 
tioned. Since sulphur dioxide gives ample warn- 
ing of its presence disasters are unlikely if a 


quick escape from the exposure is possible. 
FRANK G. PEDLEY 








Obituarics 


Dr. Alexander Stewart Monro. The untimely 
passing of Dr. Alexander Stewart Monro, prominent 
Vancouver physician, who died on Friday, August 12th, 
has left a place in the Canadian medical world which will 
not be easily filled. The medical men of Canada ex- 
pressed their appreciation of his worth when they con- 
ferred upon him the highest honour they could bestow— 
the presidency of the Canadian Medical Association— 
this gift being given quite as much for his qualities as 
a man as for his attainments as a physician. 

As Past-president, he had given the valedictory 
address at the Canadian Medical Convention at Toronto, 
and, later, attended the British Medical Centennial at 
London, England. While en route to his home in Van- 
couver he was stricken with a heart attack at Saskatoon, 
and died the following day at the City Hospital. 

Born in 1872 in Old Rat- 
tray near Blairgowrie, Scot- 
land, Doctor. Monro came as 
an infant to Toronto. Mov- 
ing with his family in 1882 
to Winnipeg, he there. 
received his education in 
school and university. Dr. 
H. H. Chown, beloved as a 
family physician in Winni- 
peg for fifty years, watched 
with great interest the 
eareer of this lad, left 
fatherless at an early age, 
and fostered in young Alex- 
ander the desire to become 
a doctor. In those early 
struggles the doctor, with 
his kindly sympathetic in- 
terest, always proved a warm 
friend.and advisor to the 
boy. In 1896 Monro gradu- 
ated in medicine from the 
University of Manitoba, re- 
ceiving the degrees of M.D., 
C.M. Always a brilliant, 
earnest student, he succeed- 
ed each year in winning 
scholarships, including the 
Gold Medal for Surgery in 
his graduating year. 

From an interne in the 
Winnipeg General Hospital, 
young Doctor Monro in turn 
filled the positions of Super- 
intendent of the Brandon . 
General Hospital and surgeon of the Canadian Pacific 
Railway at Kamloops, coming in 1897 to Vancouver to 
enter private practice. 

At the time of the gold rush to Atlin, at the request 
of the British Columbia government, he opened and con- 
dueted for some time a tent hospital at that place. 
Not receiving the expected promised financial assistance 
from the. government, the young doctor, whose kindly 
heart could not refuse medical attention to the hundreds 
of penniless miners who came to the hospital, eventually 
returned to Vancouver. Besides having exhausted his 
own private means, Doctor Monro returned with a dis- 
abled arm, the result of his privations in Atlin. This 
proved a handicap to him in his profession until the 
time of his death. In 1899 Doctor Monro became asso- 
ciated in practice with Dr. W. D. Brydone-Jack—an 
unbroken association coupled with a warm friendship 
which lasted during thirty-four years. 

During the course of his medical career, Doctor 
Monro took post-graduate courses at Montreal, Chicago, 
Baltimore, Rochester, New York, London, Berlin and 
Vienna, always keeping up with the latest trend in 
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medical thought. By so doing, he increased his prestige 
as a skilful surgeon. 

Many important positions were held by Doctor 
Monro. In 1910-1911 he was President of the Vancouver 
Medical Association; in 1913 President of the British 
Columbia Medical Association, of which he had already 
been Secretary; President of the Pacific Coast Surgical 
Association; and, finally, in 1931, President of the 
Canadian Medical Association. He was also a Fellow 
of the American College of Surgeons, and a Fellow of 
the Royal College of Surgeons of Canada. Among his 
own Vancouver medical associates he was thought worthy 
of their ‘‘Order of Prince of Good Fellows.’’ For 
nearly thirty years he was a member and valued advisor 
of the Board of Directors of the Vancouver General 
Hospital. He was also on the staff of the Crippled 
Children’s Hospital. For over thirty years Doctor Monro 
held the position of Port Medical Health Officer of 
Vancouver, and was also surgeon for the Canadian 
National Railway and Great 
Northern Railway. 

In 1915, with his usual 
energy, he was instrumental 
in consolidating the medical 
resources of British Columbia 
into a medical unit. Serving 
in Salonika with the rank 
of Major, his health, while 
there, became permanently 
impaired. In 1927 he was 
appointed Lieutenant-Colonel 
in command of No. 5 Gen- 
eral Hospital, Canadian Army 
Medical Corps. Until the 
time of his death he was 
chief surgeon of the Military 
Unit in Vancouver. He was 
a member of Vancouver 
Club, Jericho Country Club, 
and other sporting and social 
organizations. 

Doctor Monro is sur- 
vived by his wife, formerly 
Miss Edith McCrossan, of 
Winnipeg; one brother, R. 
S. Monro; and three. sisters, 
Mrs. 8S. W. Henderson, of 
Winnipeg, and Mrs. J. S. 
Salter and Mrs. Charles W. 
St. John, of Vancouver. 

In his réle as family 
doctor Doctor Monro became 
so often the family friend. 
Although childless himself, 
he, throughout many years, played the part of fairy god- 
father to numerous young persons, clothing and helping 
to educate those without the means of help. He was 
thorough and practical in his private charities, the full 
extent of which will never be known. Generous to a 
fault, he frequently crippled himself financially in order 
to help the needy. He was beloved by the Oriental 
citizens of Vancouver, to whom he was widely known 
for over thirty years. 

The highest tribute—greater than that paid to his 
keen brain and skill as a physician—came alike from 
rich and poor, prominent citizen and obscure person, 
white and Oriental— 


‘¢He was a wonderful friend.’’ 


AN APPRECIATION 


In the sudden death, recently, of Dr. A. S. Monro 
Vancouver has lost a citizen who has been prominent in 
its activities for over a quarter of a century. We of the 
medical profession have lost a colleague whom all of us 
have known and loved. He died on his way home from 
the Annual Meeting of the Canadian Medical Association 
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at Toronto. As President of that body, he had attained 
the highest position open to members of the Canadian 
profession, and it is pleasant to think that he was 
privileged to end on so high a note. We shall miss sorely 
his vivid and genial personality. ‘‘Alec’’ Monro was 
one of the most generous and kindly of men and had 
done kindnesses to many who will never forget him. It 
was not in him to advertise his good deeds, and only 
those whom he helped know the full extent of them. To 
young medical men, starting on their career, he was 
especially helpful and friendly. There was no bitterness 
in his composition, no room for grudge or enmity 
against any one, though he possessed a quick temper, 
and could flare up as quickly as he could subsequently 
cool down and return to his usual mood of pleasant 
friendliness. 

Monro has left his mark on the city he lived in for 
so long. _He was one of the men who led in the estab- 
lishment of the Vancouver General Hospital and was 
one of those who supported the idea of placing it in its 
present site—at a time when Fairview was regarded as 
the outermost fringe of the city, too far ever to be 
accessible by ordinary people. He was prominent in the 
designing of the original building, and was a director 
for many years, serving as well on the staff. 

Of later years, he had developed an intense interest 
in medical economics and was fully alive to the urgent 
necessity for reform in this. With characteristic fervour, 
he plunged into this subject, and in and out of season 
was ready to discourse on the problems that confront our 
profession, and the need for facing and grappling with 
them. He felt that the medical profession was being 
exploited and its generosity abused by the powers that 
be and the public at large, and constantly urged, with 
all the eloquence at his command, that we must resume 
the control of our own affairs that we appear to have 
partly lost, lest in time to come we lose even the part 
we yet have. His presidential address dealt with this 
matter—in fact he was wrapped up in the subject, and 
had made it his religion for the time being. We need 
more men like this, to whom this question is a burning 
one, and who are ready to urge it on all occasions, and 
keep others aware of it. 

For many reasons, we shall miss Alec Monro. As a 
friend first, a warm-hearted, kindly friend, who never 
lost. his friendship for those whom he knew, who had no 
snobbishness in him, no self-seeking in his friendship, 
no drop of gall in his angers; a likable, lovable fellow 
who always had a smile and cheery word for those he 
knew, with numberless little eccentricities and quirks that 
those who knew him will remember with an amused 
affection; as a fellow-practitioner who did his work 
honestly and well, who loved his profession and worked 
for it; and as a fellow-citizen, who served his city, and 
loved it and believed in it. He died in harness, and 
is lucky in that.—Bull. Vancouver Med. Ass., 1932, 
8: 239. 





Dr. George Albert Bishop, Superintendent of the 
Belcher Military Hospital in Calgary, died on August 
26, 1932. He was born in Kinburn, Ont., in 1873, and 
received his early education there. He attended high 
school in Arnprior, then proceeded to McGill University 
where he graduated in medicine in 1903. In 1904 he 
settled in Crossfield, Alberta, where he practised until 
1911. He was at one time mayor of this town. He 
moved to Calgary in 1911, and in 1916 joined the Army 
Medical Corps. On account of ill health developing he 
was not permitted to proceed overseas, but was attached 
to the Military Hospital and remained on the staff until 
1919, when he was taken into the Department of 
Pensions and National Health and the-staff of the 
Belcher Military Hospital. In 1922 he was appointed 
Superintendent of this hospital and retained this position 
until the time of his death. 

Doctor Bishop will long be remembered by those with 
whom he was for so many years associated, not only 


because of his ability but on account of his personal 
charm and winning personality and forgetfulness of self. 
In spite of poor health and suffering lasting over many 
years he carried on his work with cheerfulness and 
fortitude as well as helpfulness to the many returned 
men with whom he came in contact. His generosity to 
those who were in need was well known and requires but 
passing comment. The fine tribute paid to his memory 
by the Reverend A. B. McDonald, padre to the Belcher 
Military Hospital, shows the real character of this 
beloved physician. 





Dr. Albert D. Boyle, a native of Prince Edward 
Island and for 44 years a practising physician in 
Carbonnear, Newfoundland, died on September 4, 1932, 
in Medford, Mass., at the home of his sister, Mrs. C. G. 
Horton, with whom he had lived since the death of his 
wife two years ago. Doctor Boyle was born at Charlotte- 
town, P.E.I., and was a graduate in medicine of McGill 
University. After the long service in Newfoundland he 
retired in 1921. He was 77 years old. Dr. R. W. 
Boyle, director of the division of Physics and Engineer- 
ing at the National Research Laboratories, Ottawa, is 
@ son. 





Dr. Percy Gordon Brown, of Toronto, a well-known 
surgeon and physician for the Canadian National 
Railways, died on August .26, 1932. 


The late Doctor Brown was 49 years of age, and 
a graduate of Toronto University (M.B., 1908). He had 
an office for a number of years on the east side of Bay 
Street, almost opposite his present office. He was widely 
known in the medical profession, and had many years’ 
service as local physician and surgeon for the Canadian 
National Railways. 





Dr.. James Alexander Forrest, of Toronto, died 
suddenly on August 21, 1932. He was the only son of 
James W. and Margaret Forrest, and a graduate of 
Toronto University (M.B., 1922). His father, James 
Forrest, Sr., and two sisters survive. 





Dr. A. A. Foucher, former Professor of Ophthal- 
mology at the University of Montreal, died at his home 
on September 6th. Doctor Foucher was born at St. 
Jacques, County of Montcalm, Que., on April 15, 1856. 
He had always interested himself in the cause of medical 
education, and published several works on this subject. 
He was one of the first Canadians to go to Europe to 
take special courses. He had many interests also in 
music and art. He retired from practice and teaching 
last year after having been professor for fifty years. 
He was a life-member of the Notre Dame Hospital, 
Montreal, where he was in charge of a clinic for several 
years. He is survived by two sons and four daughters. 





Dr. John Hayes, of Richmond, Que., died at his 
home on August 19, 1932, after a long illness. Born in 
Quebec City in 1866, he was the son of William Hayes 
and Mary Ellen Kenny and had resided in Richmond 
practically his entire life. He was educated at St. 
Francis College, Richmond, St. Charles Seminary, Sher- 
brooke, and Laval and McGill Universities. He was one 
of the first pupils of the local seminary and graduated 
with honours from McGill in 1890 after receiving his 
bachelor of arts degree at Laval. 

Doctor Hayes took a prominent part in politics and 
was one of the stalwarts of the Conservative ranks of 
the Eastern Townships. He was councillor for the town 
of Richmond for several years and was its mayor for 
three terms. He was a member of the Catholic Foresters, 
Richmond Board of Trade, honorary patron of the 
Richmond Agricultural Association, Past-president of 








the St. Patrick’s Society and was also President of the 
Richmond branch of the Canadian Patriotic Fund. 

A gifted speaker, Doctor Hayes was also a fluent 
writer and was a frequent contributor to the Press on 
sanitary, economic and Eastern Townships historical 
subjects. 

In 1902, he married Miss Agnes C. Dohan who 
survives him with five children, Harold, Redmond, Leslie 
and Jerome and Miss Monica Hayes. 


Dr. J. O. Lacerte died at the age of 74 at St. 
Flavien de Lotbinére, Que. Doctor Lacerte had more 
than 50 years of active practice to his credit. He was 
born at Baie du Febvre, Yamaska, -studied at the 
Seminary at Nicolet, and graduated at the Victoria 
Medical School of Montreal. 








Dr. Murdock Donald MacKenzie. The death of 
Dr. Murdock Donald MacKenzie, former mayor of 
Parrsboro, N.S., occurred suddenly during July. He 
graduated from Dalhousie University in 1899, and begun 
his practice in Parrsboro during the same year. 





Dr. Wilfrid Alonzo McIntosh, of Simcoe, Ont., 
died on August 29, 1932, in his sixty-third year, after 
a week’s illness. Doctor McIntosh was born in Wind- 
ham Township. He was educated there and in Aylmer 
and Simcoe schools. He also attended Hamilton Col- 
legiate and the Normal School at Ottawa. He graduated 
from Trinity Medical School in 1896. 

As a major in the C.A.M.C. he served five years in 
Canada, England and France. Later he received the 
rank of Lieutenant-Colonel with the reserve forces. 

In 1921 and ’22 he was mayor of Simcoe. He 
had also been M.O.H. of Simcoe for several years, 
coroner and surgeon at the Norfolk Jail, physician to 
the Norfolk Industrial Home, Canadian National Rail- 
ways medical officer for Simcoe and district, and medi- 
cal representative of the Department of Pensions and 
National Health. 

He was a prominent Mason, Past Assistant Grand 
Secretary of the Masonic Grand Lodge of Canada and 
Past Grand Superintendent of Wilson District, R.A.M. 
He was president of the Norfolk Historical Society for 
the past three years, and a member of the Board of 
Directors of the Ontario Medical Association. 

He leaves a widow and three sons. 





Dr. A. D. Milot died at Louisville, Que., on August 
16th at the age of 66. Doctor Milot had had a long and 
active career in the social and political life of his neigh- 
bourhood. He was coroner of the district of St. 
Maurice and Maskinongé and alderman for several years. 
Although he took such an active part in public life he 
devoted most of his time to his medical work. 





Dr. J. N. Edgar Turgeon. We regret to announce 
the death of Dr. J. N. Edgar Turgeon, descendant of an 
old French family. Doctor Turgeon was born at Joliette, 
Que., on December 2, 1879, son of Pierre Hubert Turgeon, 
seigneur of that town, and Jane Gordon. Doctor 
Turgeon obtained his diploma in 1884 at the college of 
Joliette and practised at Saint Jean de Matha for 27 
years. He was mayor of this municipality and coroner 
of the district. In 1912 he established himself in 
Montreal where he practised until his death. 





Dr. Cyril S. Williams died recently at Trail, B.C., 
following an illness of two months. He was born at 
Poplar Point, P.E.I., 53 years ago and after graduating 
at McGill University (1906) came to British Columbia. 
Doctor Williams was a well-known surgeon and four 
years ago was made a Fellow of the American College of 
Surgeons. 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 





[Oct. 1932 


Hews ZFtecins 


Great Britain 


Doctor Cox’s Presentation Book.—For the benefit 
of subscribers and others who have been unable to see 
the Presentation Book given to Dr. Alfred Cox by 
members of the British Medical Association at the 
Centenary Meeting on July 23rd, Dr. E. Rowland 
Fothergill, honorary secretary of the General Committee, 
sends, on behalf of the Executive Committee, the follow- 
ing detailed account of the book, prepared by Messrs. 
Raphael Tuck and Sons, who have carried out the work. 


The book is bound in royal blue leather with an 
inscription in gold. It contains the names of approxi- 
mately seven thousand people who have contributed to 
the Doctor Cox Testimonial Fund, the lists of the 
Executive and General Committees - appearing on 
decorated pages at the beginning. 


The inscription on the cover, in gold, runs: 


TO 
ALFRED COX 
O.B.E., M.A., LL.D., B.S. 


The inscription on the first page inside is as follows: 

‘¢The names written on the following pages are 
those of the subscribers to the Alfred Cox Testi- 
monial Fund. The Testimonial includes a Portrait 
of Dr. Cox, painted by Sir Arthur Cope, R.A., and 
presented to the British Medical Association, and 
this book together with a cheque given to Dr. Cox 
personally on the occasion of his retirement from 
the office of Medical Secretary of the Association 
after twenty-five years of distinguished and devoted 
service. The subscribers make the presentation as 
an expression to Dr. Cox of the appreciation, 
gratitude, affection, and goodwill of his fellow 
members and personal friends alike at home and 
beyond the seas. July, 1932.’’ 


The book is in five sections—England, Ireland, 
Scotland, Wales, and Overseas—each section being 
marked by a coat of arms. In the Overseas section five 
coats of arms represent Australia, Canada, India, New 
Zealand, and South Africa, and are united by five scrolls 
surrounding a miniature galleon. The names and 
addresses of subscribers appear under the several sub- 
headings of the Divisions of the British Medical Associa- 
tion in which they reside. Each name and address is 
written in manuscript on fine paper, with appropriate 
illuminations in gold and colours.—(Brit. M. J.) 





East London Children’s Hospital At the month- 
ly meeting of the medical and nursing staff held on 
August 12th, with Mr. H. L. Jackson, chairman of 
H. K. Lewis & Co. Ltd., presiding, Mr. W. J. Bishop, 
Assistant-Librarian to the Royal College of Physicians 
of London, gave a talk on ‘‘Dress and the Doctor 
through the Ages.’’ The lecturer showed a large number 
of fine lantern-slides illustrating well-known physicians 
of the past, including among others Imhotep and the 
bearers of the gold-headed cane, and drew attention to 
the peculiarities in their dress and deportment, skilfully 
varying the story of his theme with appropriate and 
witty anecdotes. 

Dr. Maurice Davidson, F.R.C.P., Hon.-Secretary of 
the Fellowship of Medicine and Post-Graduate Medical 
Association; Prof. D. F. Fraser-Harris, F.R.S.E.; Mr. 
Warren Dawson; and Mr. W. R. Bett expressed their 
appreciation of the lecture, and Prof. Leonard Findlay, 
M.D., F.R.F.P.8,, proposed a vote of thanks to Mr. 
Jackson for taking the chair, with which he blended an 
eloquent tribute to the firm of Lewis’s and its pioneer 
achievements. 
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Alberta 


As in many other provinces of this Dominion the 
incidence of typhoid fever has greatly declined during 
the past two decades in Alberta. There has been a total 
of 3,581 cases in this province in the past 19 years, or 
an average of 188 cases a year. In 1918 with a popula- 
tion of 425,000 there were 638 cases. In 1931 with a 
population of 750,000 there were only 42 cases which 
was the smallest number during any year since 1913. 
The total number of deaths reported for the nineteen 
years was 958, and 161 of these occurred in 1913 and 
16 in 1931. 

During the past ten years there occurred 1,864 
deaths from acute enteritis, 1,517 of these were in 
children under two years of age. There has been a 
gradual decrease from 261 deaths in 1922 to 158 in 
1931, notwithstanding the fact that there has been an 
increase in the population during the same period. The 
rate per 100,000 of the population being 44 in 1922 and 
21 in 1931. 





The statistical report on communicable diseases in 
the province for the month of June is as follows, ex- 
clusive of Calgary and Edmonton: measles 363; whoop- 
ing cough 19; diphtheria 3; scarlet fever 7; erysipelas 
4; rubella 8; chicken-pox 36. 

It has been decided that the afternoon of September 
24th, the last day of the meeting of the Alberta Medical 
Association, will be set apart for the annual meeting of 
the College of Physicians and Surgeons when the 
material interests of the profession will have the atten- 
tion of the members. Dr. Harold W. McGill M.C., 
M.L.A., President of the Council will preside. Among 
the questions to be discussed will be health insurance 
and the medical treatment of indigents. 





Notwithstanding the fact that the prospects for a 
good harvest are in sight and a spirit of optimism 
should prevail, yet the fact remains that the mounting 
number of indigents who require medical care is a cause 
of much concern with the medical profession. Little 
has been done by the provincial government to assist in 
this work. Only a small sum was provided to cover the 
accounts of indigents in local improvement districts and 
already it appears as though this sum will be exhausted 
in one-half of the expected time. G. E. LEARMONTH 





Manitoba 


The ‘report. of the Health Department of the City 
of Winnipeg for the year ending December 31, 1931, 
shows the lowest recorded infant mortality for the-city. 
The crude infant mortality rate was 49.3, the corrected 
rate, i.e., excluding live births in Winnipeg hospitals to 
non-residents and including live births to Winnipeg 
mothers confined in the St. Boniface hospital, was 52.5. 
In 1912 the infant mortality rate in Winnipeg was 207 
per 1,000 live births. This decline was not accompanied 
by an increase in the stillbirths which showed a drop 
from 44.7 per thousand live births in 1930 to 41.7 in 
1931. 

Of the 4,422 live births registered in Winnipeg in 
1931, 83 per cent occurred in hospitals and maternity 
homes; 11 physicians each attended 70 or more live 
births in Winnipeg in 1931, making a total of 1,940. 
Of the remaining 2,407 were attended by 208 physicians. 
In the first group the mortality for infants under fifteen 
days was 21 per thousand live births and in the second 
group the rate was 33. Twenty-two puerperal deaths 
occurred in 1931, giving a crude rate of 5.0 per thousand 
live births. The total deaths, excluding stillbirths, were 
1,499 giving a rate per thousand of population of 7.04. 





-Dr. George Stephens, Superintendent of the Win- 
nipeg General Hospital, has been recently elected 


President of the American Hospital Association at the 
annual meeting in Detroit. 


Ross MITCHELL 


—__ 


New Brunswick 


Dr. J. M. Cameron, Travelling Tuberculosis Diag- 
nostician of the western division of New Brunswick, 
re-opened the free tuberculosis clinics at the Victoria 
Public Hospital at Fredericton which had been tem- 
porarily suspended since the appointment of Dr. C. W. 
MacMillan as District Medical Officer at Saint John. 





A team of speakers under the auspices of the Sun 
Life Insurance Extra-mural Teaching Scheme toured 
New Brunswick during August, speaking at St. Stephen, 
Fredericton, Saint John, Moncton and Neweastle. Dr. 
J. B. Ross, Montreal, discussed ‘‘The problem of 
bronchitis,’’ while Dr. H. G. Pretty, Montreal, presented 
‘*Old and new methods of diagnosis and treatment of 
acute osteomyelitis.’’ Both these gentlemen possessed a 
degree of fluency and teaching ability which made their 
papers particularly attractive. In the discussion of their 
papers, which was extremely free, a point was raised 
that these younger teachers frequently present their sub- 
jects in a more interesting manner or, to put it another 
way, elicit more active discussion than is the case when 
subjects are discussed by the older school of teachers. 
The paper on bronchitis stressed again the fact that a 
bronchitis with continued temperature nearly always 
means bronchopneumonia. The connection between nose 
and throat infection and chest disease was also stressed. 
Doctor Pretty insisted that early diagnosis was the chief 
point of attack for successful treatment of osteomyelitis. 
He furnished some interesting information along the 
line of maggot therapy. 





Dr. D. W. Porter, of Saint John, has returned after 
spending some weeks doing post-graduate work in 
Montreal in pediatrics. 





Dr. F. Richard, of the X-Ray Department of the 
Moncton City Hospital, has recently spent some time in 
Boston doing post-graduate work. In the absence of 
Doctor Richard, Dr. Delancey Johnston has been acting 
as locum tenens. 





Dr. S. H. McDonald represented the College of 
Physicians and Surgeons of New Brunswick at the 
meeting of Registrars in Ottawa. 





Dr. Austin Clarke, of the staff of the Saint John 
Tuberculosis Hospital, has left for Europe where he 
intends to spend a year doing post-graduate and research 
work. Just prior to his departure, Doctor Clarke was 
married to Miss Mullin of the staff of the same institu- 
tion. 





Dr. H. A. Farris, of Saint John, is at present in 
Boston doing special work on cardiac disease and 
electrocardiography. A. STANLEY KIRKLAND 





Nova Scotia 


Dr. M. A. B. Smith, one of the most active members 
of the Nova Scotia Historical Society and one of the 
Society’s Vice-presidents, read a paper at a meeting 
held at Wallace Locks on ‘‘The history of the Shuben- 
acadie Canal.’’ The facts and figures cited by the 
speaker are intimately connected with the history of 
this province and are of more than local interest. A 
full report of this address was published in the local 
press. 





The annual ‘‘ Refresher Course’’ for medical men in 
the province has just been conducted at Halifax, and 
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lasted for five days. The morning sessions were devoted 
to clinics, while during the afternoons lectures and dis- 
cussions were held. Symposia on certain common 
complaints, with papers by practitioners and discussions, 
led by some of the visitors, formed a feature of the 
course this year. In addition small group-courses, 
limited to not more than six, were given on various 
subjects. The visiting lecturers were Dr. A. H. Gordon 
and Dr. F. 8. Patch, of McGill. Doctor Gordon spoke 
on ‘‘ Medical aspects of gastric ulcers,’’ and on ‘‘ Pneu- 
monia,’’ while Doctor Patch spoke on_ urological 
problems. About one hundred attended. Dr. H. K. 
MacDonald was chairman of the committee in charge of 
arrangements. 





Dr. Alice Ernst, who has spent forty years in active 
medical service in India, is on a visit to her native 
province. For many years she was in charge of the 
Mary 8. Ackerman Hoyt Hospital in India where she 
had wide experience in operative surgery. Since her 
retirement she has settled in Philadelphia. 





The members of the Halifax Medical Society took an 
afternoon off from their strenuous duties on August 
17th and staged their annual golf tournament at the 
Halifax Golf and Country Club. Dr. C. W. Holland 
won the prize for the lowest gross score and Dr. E. 
G. Young won the prize for the lowest net score. The 
prizes were donated by different Halifax drug stores. 


N. B. DREYER 


Quebec 


The news that three more counties in Quebec 
have taken up the establishment of rural health units 
is highly gratifying. Perhaps the most encouraging 
thing about it, moreover, is that the three have 
spontaneously asked to join the other counties where 
the units have been in existence for some time, with- 
out waiting for more of the slow process of ‘‘moral 
suasion’’ and education to get them into line. This 
makes thirty-six Quebec counties which are now 
equipped with one of the greatest known aids to the 
improvement of rural health that science and progress 
have evolved. It is fortunately no longer necessary 
to convince public opinion anywhere of the immense 
benefits which these centres confer on the areas which 
they serve. The inclusion of all the remaining counties 
in the system is, we have every reason both to believe 
and to hope, only a matter of time. 





Dr. Paul Villard has recently been honoured by the 
award from the President of the French Republic of 
the Gold Medal of Foreign Affairs. Doctor Villard is 
the physician of the Consulate-General for France in 
Montreal. This honour which is usually reserved for 
diplomats is a mark of high distinction. Doctor Villard 
has for many years interested himself in the French 
culture. Professor at McGill University for several 
years, secretary to the Alliance Frangaise, Doctor Villard, 
besides the many functions that he has fulfilled on the 
French consulate, has done much for Canada. His many 
friends will rejoice at the honour which he has received. 





Dr. C. N. Hugh Long, Assistant Professor of 
Medical Research at McGill University, and a member 
of the university medical clinic at the Royal Victoria 
Hospital, as Director of the George 8. Cox Medical 
Research Institute at the University of Pennsylvania, is 
announced. 

Doctor Long has been at McGill since 1925, when 
he was appointed a Lecturer in Medicine. He became 
Assistant Professor of Medical Research (biochemistry) 
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in 1929, one year later he had gained the degrees of 
M.D., C.M. at the university. 


His early university training was gained at 
Manchester University, England, from which he holds the 
degrees of B.Sc., M.Sc. and D.Sc., having been granted 
the latter degree this year. As well as being director 
of the new institute at the University of Pennsylvania, 
he will hold the post of Assistant Professor of Medicine. 





United States 


New Observations on Dental Caries.—A symposium 
on dental caries was held in Pittsburgh on June 23, 
1932, under the auspices of the International Association 
for Dental Research. The main papers were presented 
by Dr. H. E. Friesell, Dean of the University of Pitts- 
burgh School of Dentistry, and Dr. J. J. Enright, a 
research specialist of Mellon Institute. These contribu- 
tions gave the first complete account of the results of 
a comprehensive scientific investigation of dental caries 
that has been in progress at the Mellon Institute and 
the University of Pittsburgh during the past nine years. 

Doctor Friesell gave a description of the present 
status of the scientific knowledge of dental caries, and 
followed with a presentation of the clinical aspects of 
the disease, pointing out that the peculiar localization 
of the carious processes could be correlated as due to 
active causative agents in the immediate environment of 
the teeth. He reported that a knowledge of the funda- 
mental facts of embryological and histological nature 
indicated that nutritional factors are important in a 
secondary or predisposing manner. 

Doctor Enright reported studies of the effects of 
acids on enamel, with simple lactic acid and citric acid 
buffer solutions which etched enamel in all ranges 
studied, even in the neutral and slightly alkaline range. 
That tooth enamel under natural conditions in the 
mouth was not dissolved over the entire crowns of the 
teeth was shown to be due in large measure to the fact 
that saliva in all of the 225 cases studied was saturated 
with tricalcium phosphate. In an additional study of 
the effects of acids on enamel, in which certain pertinent 
characteristics simulated conditions of the local decay 
areas in the mouth, it was demonstrated that the degree 
of acidity necessary to decalcify enamel could be pro- 
duced only by lactobacilli. The bacteriological study of 
carious and non-carious patients also showed that the 
activity of the disease could be correlated with the 
presence of lactobacilli. This was particularly true 
when the follow-up examinations were used to sub- 
stantiate the bacteriological and clinical diagnoses. The 
mass of evidence presented by earlier workers, confirmed 
and amplified by these experimental results, indicating 
the importance of lactobacilli, raised the question as to 
what type they were. An extensive taxonomic study of 
lactobacilli types from oral and intestinal sources gave 
a basis for classification of these bacterial forms. 

Doctor Bunting discussed the progress that had been 
made in advancing the view that dental caries is an 
infective process, in which specific types of bacteria, 
acidogenic and aciduric in nature, are resident on 
surfaces of teeth and by their acid production cause 
tooth destruction. 

Doctor Hatton emphasized the importance of the 
clinical features of dental caries, stating that any theory 
that does not explain the clinical facts about caries is 
unacceptable. 

Major Rodriguez strongly commended the decal- 
cification experiments and the proposed classification of 
lactobacilli. He called attention to the results of his 
bacteriological survey, which were even more encourag- 
ing than those reported by Drs. Friesell and Enright, 
respecting the importance of lactobacilli. He also 
pointed out the desirability of a quantitative rather 
than a qualitative technique in making bacteriological 
surveys of the dental zone. 
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Doctor Jay in his discussion suggested research for 
methods of controlling overgrowths of lactobacilli in the 
mouth. He reported that manipulations of the diet had 
thus far given the Michigan group more encouraging 
results than had drug therapy in effectively diminishing 
such overgrowths. He also described an immunological 
approach in which he is interested at present. 

Doctor Rosebury commended Drs. Friesell and 
Enright’s presentation of the clinical aspects of dental 
caries as a much needed guide to further experimental 
investigation in this field. He endorsed Doctor Enright’s 
classification of lactobacilli as the best yet offered for 
stable or older strains. Doctor Rosebury’s studies to 
determine the relationship between enamel solubility and 
the acidogenic powers of lactobacilli, both in terms of 
pH, thus far had not given him results similar to those 
of Doctor Enright and his co-workers. Doctor Rosebury 
said that the problem was so complex and important 
that it merited broad research, with varied methods of 
approach, 





Koremlu Fails.—In the issue of our Journal for 
November, 1931, we called attention editorially to the 
dangers fraught with the use of thallium and par- 
ticularly when in the form of depilatory creams. The 
following statement, taken from the Journal of the 
American Medical Association (July 30, 1932), is of 
interest in this connection. Koremlu contained 
thallium. 

‘“In the department of THE JOURNAL devoted to 
reports by the Bureau of Investigation there appears 
in this issue a statement relative to the bankruptcy 
of the manufacturer of the product called Koremlu. 
The concern that put out this dangerous proprietary 
depilatory is reported to have gone into bankruptcy 
with assets of slightly less than $3 and with liabilities 
approximating two and one-half million dollars. The 
liabilities are said to consist in large part of a number 
of damage suits filed by persons who claim to have 
been seriously harmed through the use of this prepara- 
tion. The announcement is of special interest as 
indicating to the public the background that exists 
for many cosmetic preparations and proprietary medi- 
cines. When a purchaser is harmed through the use 
of a product manufactured by a well established and 
reputable manufacturer he has at least the assurance 
of obtaining some mitigation in damages through the 
established routine of legal procedure. He knows that 
there exists the possibility of recourse in the courts 
or the possibility of a cash settlement for damage 
done. In the case of nostrums and cosmetic prepara- 
tions manufactured by specialty manufacturers there 
is little if any possibility of collecting anything. Re- 
peatedly it has been shown that as much as one-half 
to two-thirds of the total income of such manufac- 
turers is spent for advertising in order that the pro- 
ducts may continue to live, and that practically all 
the remaining income is distributed almost as soon as 
it is received. Any one who buys products of un- 
known composition for application either to the sur- 
face or to the interior of the human body in the 
treatment of human disease is trifling with health 
and with life. Moreover, he cannot, in the vast 
‘majority of cases, hope to recover anything in the 
way of monetary compensation for damages, should 
harm result. ’’ 


General 


Infant Mortality.—The infant mortality in Canada 
is: decreasing, according to statistics issued by the 
Bureau of Statistics recently. The rate in 1926 was 
101.8 per thousand and in 1921 it was 84.8. Still-births 
are not included in the figures. The Province of Quebec, 
however, has a rate of 112.9, though this is a great 
decrease since 1926 when it was 142.0. Quebec’s rate is 





the highest in the Dominion, while that of British 
Columbia, 49.7, is the lowest. 

In Ontario the rate has declined from 78.4 in 1926 
to 69.8, in Manitoba from 76.5 to 64.3, in Alberta from 
85.3 to 69.7, in Saskatchewan from 81.1 to 69.0, in New 
Brunswick from 105.9 to 87.4, in Nova Scotia from 80.3 
to 78.8, in Prince Edward Island from 70.2 to 68.1. 

Of the four largest cities, Vancouver has the lowest 
rate. In 1926 it was 55.0 and in 1931, 42.3. Montreal’s 
rate, 143.9 in 1926, was 114.1 in 1931. In Toronto the 
rate is now 69.8, in Winnipeg 48.1. Victoria, B.C., has 
the very low rate of 27.7, the 1928 figure being 39.3. 
Amongst other cities which show reductions are Quebec 
185.6 to 148.6, Timmins 147.9 to 114.9, Charlottetown 
135.4 to 67.4, Edmonton 83.4 to 60.8, Calgary 83.5 to 
44.1, Halifax 93.5 to 81.5, Hamilton 71.7 to 59.1, 
Kingston 110.5 to 72.9, Kitchener 66.8 to 47.1, London 
68.4 to 51.7, New Westminster 55.3 to 39.1, Ottawa 
119.2 to 96.9, Regina 78.7 to 47.0, Saskatoon 95.7 to 
45.5, Sherbrooke 127.7 to 11.4 

Amongst those places where the infant mortality 
rate has increased are Three Rivers 171.0 to 172.6, West- 
mount 55.6 to 109.6, Fort William 73.2 to 76.1, Moose 
Jaw 55.5 to 72.4, Oshawa 78.1 to 80.9, Saint John, N.B. 
62.9 to 91.3. 





Empire Dental Convention.—A joint meeting of 
the British, Canadian, and Ontario Associations was held 
at Toronto, August 8th to 12th, in accordance with the 
scheme of Empire dental affiliation first drawn up at 
the jubilee meeting of the British Dental Association in 
London in 1930. The British dentists, who were joined 
by a representative from Australia (Doctor Arnott) and 
by many American colleagues, received a hearty welcome. 
An address was given by Mr. W. J. Stewart, mayor of 
Toronto, and messages were received from the Prime 
Minister of Ontario and Sir Norman Bennett. At the 
scientific sessions a wide field was covered, but the 
prevention of dental disease was in the foreground. The 
arrangements included a public dental health luncheon, 
at which there were speeches on Social Dentistry, and a 
visit was paid to the station to inspect a dental car, 
equipped and presented by the Canadian Pacific Railway. 
This car, which accommodates a dentist, his wife, and a 
nurse, is fitted out with a waiting-room, surgery, and 
kitchen; water and electricity are supplied. It is taken 
to the end of a railway line in remote parts of the 
country and remains there for a month or more, while 
the children from the surrounding districts are brought 
for treatment. 

The central feature of the meeting was the reception 
at Toronto University by the chancellor, Sir William 
Mulock, when the president of the British Dental Asso- 
ciation, Mr. George Northcroft, received the LL.D. 
(honoris causa), together with Dr. C. N. Johnson and 
Dr. A. E. Webster. Members of the party were also 
entertained at Ottawa, Montreal and Quebec. 





It is not often that a man of outstanding achieve- 
ment is honoured during his lifetime by a tangible 
monument, but this distinction has come to Doctor 
Banting. On July 31st of this year a portrait bust in 
stone of the discoverer of insulin was unveiled near 
Cleveland, Ohio, at Ho Mita Koda, a summer camp 
devoted exclusively to diabetic children, and the children 
there took a significant and prominent part in the 
celebration. The bust is twice life-size and executed in 
limestone. It is the work of a Cleveland sculptor, Mr. 
Joseph Motto, whose work is attracting increasing 
attention. 





We are pleased to note that Dr. Charles Gordon 
Hayes, a graduate of the University of Toronto, now 
residing in New York, has been awarded the Legion of 
Honour. This award has been made for war services 
and subsequent medical research. During the war he 
served with the French Surgical Corps and later was 
transferred to the United States army. Doctor Hayes 
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is Professor of Surgery at the New York Post-Graduate 
School of Columbia University, and Vice-president of the 
American College of Surgeons. 





The following were the Vice-presidents for Canada 
in the various sections of the British Medical Associa- 
tion at the centenary meeting in London: 

Medicine, J. D. Adamson, Winnipeg; Surgery, E. 
W. Archibald, Montreal; Obstetrics and Gynecology, 
W. W. Chipman, Montreal; Oto-Laryngology, H. S. 
Birkett, Montreal, P. G. Goldsmith, Toronto; Path- 
ology, William Boyd, Winnipeg; Bacteriology, J. G. 
FitzGerald, Toronto; Radiology, A. H. Pirie, Montreal; 
Neurology, G. W. Howland, Toronto; Diseases of 
Children, George R. Pirie, Toronto; Pharmacology and 
Therapeutics, V. E. Henderson, Toronto; Physiology 
and Bacteriology, J. B. Collip, Montreal; Ophthal- 
mology, W. Gordon M. Byers, Montreal; Orthopedics, 
W. E. Gallie, Toronto; Dermatology and Venereal 
Diseases, J. F. Burgess, Montreal; Anesthetics, Wesley 
Bourne, Montreal; Mental Disorders, Alvin T. Mathers, 
Winnipeg; Tuberculosis, E. 8. Harding, Montreal; 
Forensic Medicine, R. Fontaine, Montreal; Medical 
Sociology, T. C. Routley, Toronto. 








Book Reviews 


Text-Book of Pathology, an Introduction to Medicine. 
William Boyd, M.D., M.R.C.P., F.R.C.P., Dipl. 
Psych., F.R.S.C., Professor of Pathology in Uni- 
versity of Manitoba. 936 pages, illustrated. 
Price $10.00. Lea & Febiger, Philadelphia, 1932. 


Professor Boyd makes it quite clear that his book 
is meant for students, undergraduate or otherwise, and 
as most of us, outside of the professional pathologists, 
want periodically to refresh our minds on pathological 
matters, the book will meet the needs of a very large 
group. But it will be found to do more than recall 
our teachings. Pathology has been no stranger to 
the changes which have developed in the teaching 
of so many other subjects, changes all tending in the 
one direction, that of correlating function with struc- 
ture. Hence we find the statement that would have 
been considered highly paradoxical not so many years 
ago, that general pathology is ‘‘the study of disease 
from the physiological point of view. : 
‘*Pathology, if it is to remain alive, must cia 
physiological in its outlook.’’ One cannot resist 
quoting Prof. Boyd yet further: ‘‘The study of 
morphology and pathological physiology, of altered 
structure and disordered function, must go hand in 
hand, greatly to the mutual benefit of both. A world 
of disordered function lies revealed in any lesion if 
we only have the eye to see it. A. healed tuberculous 
sear in the lung should conjure up a sharp attack, a 
stubborn defense, temporary defeat, but ultimate 
victory.’’ 

The book has the sub-title of ‘‘An Introduction 
to Medicine,’’ Prof. Boyd keeps before him as a lantern 
to his feet the correlation of symptoms with patho- 
logical lesions; and not only the student but the 
practitioner will profit by his guidance. There is 
a most excellent section in the description of each 
disease, devoted to the relation of symptoms to 
lesions, and we venture to say that few general prac- 
titioners will fail to find new points thus brought out. 
How many realize, for example, why anorexia should 
be such an early and prominent symptom in cancer 
of the stomach; why pain is an early symptom in 
pneumonia; why there is pain in the early stages of 
anterior poliomyelitis, and so on. : 
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Prof. Boyd is now one of our outstanding writers 
on pathology and there is no need to dwell on his 
freshness of outlook, his width of experience, his charm 
of style. His writing is curiously reminiscent of that 
of the late Professor Adami. If anything, Prof. Boyd 
has a greater flexibility and pungency of expression. 


This volume is one of a trinity, the ‘‘ Pathology 
of Internal Disease’’ and ‘‘Surgical Pathology’’ being 
the other two. Together they form one of the most 
welcome and valuable contributions in general path- 
ological literature of modern times. We should like 
finally to congratulate both author and publisher on 
the selection and reproduction of illustrations. It is 
hard to see how they could be better done. 


Classic Descriptions of Disease. Ralph H. Major, M.D., 
Professor of Medicine, University. of Kansas 
School of Medicine. XXVII and 630 pages, illus- 
trated. Charles C. Thomas, Springfield and Balti- 
more, 1932. 


It is becoming almost a custom in schools of medi- 
cine and other branches of science to emphasize the value 
of a knowledge of the history and development of one’s 
craft. To many such knowledge seems an unnecessary ad- 
dition to an already overburdened curriculum. Yet, from 
the fact that of late years more and more colleges are 
instituting courses in the history of medicine and not a 
few excellent books have appeared on the subject it is 
evident that interest is growing, not only among 
students but among graduates... At’ the same time 
lengthy didactic treatises are apt to be repellant, except 
to the enthusiast. For that reason we welcome Doctor 
Major’s book. It is of reasonable size, of pleasing ap- 
pearance, and deals with those parts of medical history 
which have a special appeal to the practising physician. 
The book is, in fact,. conceived on a somewhat unusual 
plan, yet one that is "logical and stimulating. It details 
the discovery and historical perspective of most of the 
important diseases and clinical signs in a way that 
cannot fail to prove helpful to the average man. And 
it does this by giving the discoverers’ accounts in their 
own words. Added interest is given at times by the 
inclusion of descriptions of disease, which if not those 
of medical men, or the outcome of personal experience, 
are at least vivid and have a literary or extraneous 
interest; such are Defoe’s description of the plague of 
London and Boccaccio’s story of the same disease. In 
his preface the author states that ‘‘the selections are 
chosen because of their interest in being either the first 
known, one of the earliest, or one of the most interest- 
ing accounts of the disease in question.’’ At the same 
time brief biographical notes are appended, which make 
the story still more real. The selections, which range 
from Hippocrates to the present times, number three 
hundred and seventy-six, taken from the original epoch- 
making accounts of one hundred and _ seventy-nine 
authorities. They serve to place in their historical 
order and continuity the advances made in the phases of 
medicine dealt with and to give honour where honour 
is due. There is no doubt that this is an ideal way of 
presenting the subject. Sir William Osler often em- 
phasized the value of referring students to the classic 
accounts of disease. When we see a case of small-pox 
or measles and read Rhazes’ notable description, or 
meet with a water-hammer pulse and hear it described in 
Corrigan’s own words, or angina pectoris and turn to 
Ueberden’s original account we can appreciate how 
facts which would otherwise be put into the pigeon-holes 
of our minds by an effort of will become endowed, 
unconsciously, with a vivid personality that makes them 
real things and immediately available. Such a trans- 
formation. Doctor Major’s book will help us to ac- 
complish. This book is worthy of great praise and must 
be read to be appreciated. 
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Human Cancer. 
Professor of Surgery, College of Physicians and 
Surgeons, Columbia University. XXIII and 990 
pages, illustrated. Price $10.00. Lea & Febiger, 
Philadelphia, 1932. 

This work has been written for the surgeon and 
surgical pathologist, and to’ them it will make its chief 


Arthur Purdy Stout, M.D., Associate 


appeal. In his preface the author remarks, ‘‘It has 
long been recognized that each particular anatomical 
region of the body produces cancers which differ in 
many respects from those in other parts of the body. 
Therefore, this book deals with cancer by regions.’’ 
While the statement is true in a general way, it seems 
to the reviewer that it is hardly important enough to 
base the arrangement of a book upon it. The result in 
this particular case, as a glance at the table of contents 
will show, is a certain impression of confusion. Doubt- 
less, the topographical system of grouping has an ad- 
vantage in that it facilitates reference, and accordingly 
will be agreeable to the clinician, but it will not please 
the pathologist. ‘‘For clarity and convenience in dis- 
cussion, it has been accepted as a working hypothesis 
that every cancer is preceded by the action of something 
upon the body cells which results in hyperplasia. Ac- 
cordingly the description of every cancer is preceded 
by a section labelled ‘etiological factors and _pre- 
cancerous lesions’ in which is collected all of the 
information which could be found bearing upon the 
relationship between the action of the so-called ‘chronic 
irritants,’ cellular hyperplasias including benign neo- 
plasms, and cancer.’’ Again, the desirability of this 
may be doubted. The result is inevitable repetition 
and a book which is a book on neoplasms generally 
and other matters, rather than one on human cancer. 
In the introduction there are already sections on 
Precancerous Lesions, the Criteria of Cancer, and the 
Criteria of Relative Malignancy; these could have been 
amplified into an adequate discussion of these sub- 
jects, once and for all, and the general principles at 
work could have been laid down. This would have 
saved much space. Apart from these criticisms, which, 
indeed, may not be endorsed by all, the book is an 
excellent one. Particularly would we commend the 
practice of giving the diagnostic signs and symptoms 
and outline of the treatment applicable to each given 
case. The book represents the result of an immense 
amount of industry. The recent literature is quoted 
freely, and a bibliography is given at the end of 
each chapter. Moot points are discussed and opinions 
of authorities are given pro and con. Informative 
cases are quoted from the literature. Statistical 
returns are used freely. The reader feels that all 
the available information is put before him in such 
a way as to permit of a rational judgment. The 
book is profusely and well illustrated. Pictures are 
given of the gross specimen, and often of the part 
of the body involved, followed by the appropriate 
photomicrograph. The author seldom discusses the 
results of laboratory research, except where they are 
generally accepted, and wisely so. The book brings 
together in a practical helpful way all that is certainly 
known about the origin, development, and manifesta- 
tions of tumour growth, and links these with the 
clinical appearances, and will prove a safe guide to 
the clinical teacher and operator. It is clearly the 
production of a surgeon more than usually well versed 
in the scientific principles of his art. 


California’s Medical Story. Henry Harris, M.D., As- 
sociate Clinical Professor of Medicine, University 
of California. 421 pages, illustrated. Price $7.00. 
J. W. Stacey, Inc., San Francisco, 1932. 


The importance of s0-called local histories is ably 
discussed by Doctor Singer in his introduction to this 
medical history of California. They serve as ‘‘ bricks’’ 
in the building erected by historian of national scope; 
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and each brick need not be concerned with geographical 
units only, for there are ‘‘localizations in the mind’’ 
also, and medical history belong to these. California 
presents a well defined geographical unit which has its 
advantages in the study of its early medical history, 
although of course it could not be long before it began 
to be influenced by neighbouring states and countries. 

The book is arranged in sections, dealing with 
various periods in the growth of the State from the 
time of the Indians up to the present. European medi- 
cine was introduced by the Spaniards, and there was 
then a period when California and Mexico were under 
the one government. Acquisition by America followed, 
and then came the gold rush. Here the accounts of the 
medical men of the time begin to be interesting. 

The references to early medical journals of Cali- 
fornia make good reading. We are told of one which 
had on its title page the somewhat ambiguous motto 
‘‘Lights often come through cracks in the Tiling.’’ In 
another there was the resounding declaration ‘‘We be- 
long to no party—no clique; we cannot be influenced by 
any—we ignore the existence of any.’’ Personalities 
were occasionally indulged in; one editor called another 
an advertising quack, a low-bred, disgusting, ignorant 
knave, and in return was referred to as a medical Judas! 
But these were only occasional flashes of heat. 

The style is unfortunate. There is an attempt, one 
must suppose, to introduce the romantic element, to 
force the interest, but this can never be done. As a 
work of reference, however, the book is valuable, and 
will be consulted by all who are interested in tracing 
the development of the modern system of medicine on 
this continent. 


Statistical Methods for Research Workers. R. A. 
Fisher, Sc.D., F.R.S., Chief Statistician, Rotham- 
sted Experimental Station. Fourth Edition, 307 
pages, with tables. Price 15s. Oliver & Boyd, 
Edinburgh and London, 1932. 


It is gratifying to find this valuable book, first 
published in 1925, already in its fourth revised and 
enlarged edition; it is to be hoped that this indicates 
a growth of interest in statistical methods. Three 
years ago H. L. Dunn pointed out that in 90 per 
cent of a group of American medical and physiological 
articles statistical methods should have been used 
and were not; and in 40 per cent of them the con- 
clusions arrived at were not justified in the absence 
of statistical control. Statistics supply an objective 
means of attack on one of the greatest difficulties 
in the way of biological and medical science—the 
variation between individuals. Fisher’s book is ad- 
mirably adapted to the use of the worker in these 
fields, since there is no elaborate discussion of the 
theoretical basis of statistics, and the illustrations 
used are almost all biological. It is moreover entirely 
trustworthy, and inefficient methods, such as the 
‘*median and quartile’’ system, and the popular but 
inaccurate method of determining the significance of 
correlation coefficients by their so-called ‘‘ probable 
error’’ are either avoided or condemned. It must 
be admitted that the author’s style is so compact that 
the reader must be prepared to devote his closest 
attention to the argument,.and at a careless perusal 
may fail to realize that in most cases the use of 
statistical methods as a tool in research requires no 
more mathematical knowledge than the use of 
logarithms. The present edition is enlarged in several 
respects, especially in its discussion of covariance, and 
in the use of cumulants in place of the old-fashioned 
and inconvenient moments in the description of dis- 
tributions. The tables are convenient to use, but the 
reviewer feels that this section of the book could be 
enlarged with profit. In contrast to certain other 
works on the subject, this volume is attractively 
printed and bound; it forms one of a series of bio- 
logical monographs. 
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Diphtheria Toxoid as developed by Ramon 
of the Pasteur Institute, Paris, results from the 
incubation of diphtheria toxin with formal- 
dehyde. It is a particularly stable, accurately 
standardized antigen which is absolutely non- 
toxic. It contains no serum and is therefore 
incapable of inducing sensitization to anti- 
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individuals in the Dominion of Canada. Three 
subcutaneous doses, with an interval of three 
weeks between doses, have been found to give 
highly satisfactory results. 

CWT Od 


Diphtheria Toxotd (Anatoxine-Ramon) 
ts available in 1-person, 6-person and 
12-person packages. Information regard- 
ing its use will gladly be supplhed upon 
request. . 


CONNAUGHT LABORATORIES 


University of Toronto 


Toronto 5 6D Canada 








> 













462 


Laboratory Service and General Practitioner. Arnold 
Renshaw, M.D., B.S., D.P.H., Director, Laboratory 
of Applied Pathology and Preventive Medicine, 
Manchester, ete. 267 pages. Price $3.25. Oxford 
University Press, London; McAinsh & Co., Toronto, 
1932. 


This book is concerned only with the interpreta- 
tion of laboratory tests and examinations as applied to 
clinical work. Descriptions of technique, therefore, are 
not given. The book is clear and practical and should 
be found valuable by the busy practitioner. 


Preventive Medicine. Mark F. Boyd, M.D., M.S., 
C.P.H., Member of Regular Field Staff, Interna- 
tional Health Division of Rockefeller Foundation. 
Fourth edition reset. 532 pages, illustrated. 
Price $5.00. W. B. Saunders, London and Phila- 
delphia; McAinsh & Co., Toronto, 1932. 


We noticed the third edition of this some three 
years ago. Doctor Boyd has succeeded in keeping his 
work well abreast of the times and the present edition 
contains some new material. The illustrations are poor 
in quality and might be reduced in number without 
affecting the value of the book. 


Physical Therapeutic Technic. Frank Butler Granger, 
A.B., M.D., Late Physician-in-Chief, Department 
of Physical Therapy, Boston City Hospital. Second 
edition, revised by William D. MecFee, M.D., 
Visiting Physician Dept. of Physical Therapy, 
Boston City Hospital. 436 pages, illustrated. 
Price $7.50. W. B. Saunders, London and Phila- 
delphia; McAinsh & Co., Toronto, 1932. 


This edition has been prepared by Doctor McFee 
after Doctor Granger’s death. Changes have been made 
in it in accordance with criticisms and suggestions re- 
ceived regarding the first edition. The book can cer- 
tainly be said to conform to the plan of being prepared 
for the general practitioner with limited equipment 
rather than the specialist. It is clearly written and well 
illustrated, and is a valuable addition to books dealing 
with specialized treatment in a general way. 


Minor Surgery. Frederick Christopher, S.B., M.D., 
F.A.C.8S., Assistant Professor of Surgery, North- 
western University Medical School, Chicago. 
Second edition. 998 pages, illustrated. Price 
$11.00. W. B. Saunders, Philadelphia and London; 
McAinsh & Co., Toronto, 1932. 


This volume of 962 pages, with a complete index 
and at the bottom of each page a full list of refer- 
ences to the text, is a revised version of the excellent 
work on Minor Surgery published in 1929, which was 
then reviewed in the Journal. There are new chapters 
and many new illustrations, all of which have that ex- 
cellent feature of showing just how to do what the 
writer is describing. This is the best feature of the 
whole volume; the reader can do what is advised after 
he has read the text and looked at the diagram or 
picture explaining it. This cannot be said of many 
surgical procedures, described even at length in many 
text-books. For the intern and for the starting practi- 
tioner we know of no volume that will be of greater 
use. It could be well carried in the emergency bag of 
every surgical practitioner. 


The Young Child and His Parents. Josephine C. 
Foster, Associate Professor and Director of 
Nursery School, and John E. Anderson, Director, 
Institute of Child Welfare, University of Min- 
nesota. 247 pages. Price $2.00. Published by 
the University of Minnesota Press, Minneapolis, 
1932. 


This volume —a second edition — contains one 
hundred brief case histories, describing behaviour that 
would not be classed as very abnormal or unusual 
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shown by children of from two to six years of age. 
The second volume contains supplementary data on 
most of the cases. The publication can be recommend- 
ed to those who are interested in the study of child 
development. 


The Expectant Mother’s Handbook. Frederick C. 
Irving, A.B., M.D., Professor of Obstetrics, Harvard 
Medical School. 203 pages, illustrated. Price 
$1.75. Houghton, Miclin Co., Boston and New 
York, 1932. 

The author states that he had two purposes in 
writing this book, namely, to acquaint the patient 
with the facts of pregnancy and childbirth, and to 
dispel certain untruths and superstitions. It can be 
said that he has achieved these ends. The book is 
written in simple language which any intelligent 
woman could read and understand. It will serve as 
a useful book for. physicians to recommend to their 
patients, and that there is need for books of this type 
is evident when we remember that ‘‘ More women seek 
medical advice and care on account of pregnancy than 
for any other reason.’’ 

Bailey’s Textbook of Histology. Adolph Elwyn, A.M., 
Assistant Professor of Neurology, and Oliver S. 
Strong, A.M., Ph.D., Professor of Neurology, 
College of Physicians and Surgeons, Columbia 
University. Eighth edition, 746 pages, illustrated. 
Price $5.50. William Wood & Co., Baltimore, 
1932. 

Much of the modern revision of this classical 
textbook was completed in the seventh edition, but 
in this new edition much more has been done. One 
of the new features is‘the addition of a chapter on 
‘‘The Living Cell,’’ wherein the methods used in the 
study of living tissues are described. An account is 
also given of some of the more important findings 
discovered by the use of this technique. The general 
arrangement of the book is greatly improved. Many 
of the older illustrations have been dropped and later 
clearer ones used. The printing and quality of the 
paper have also been very considerably improved. 


BOOKS RECEIVED 


Handbook of Vaccine Treatment of Chronic Rheumatic 
Diseases. H. Warren Crowe, D.M., B.Ch., M.R.C.S., 
L.R.C.P., Director of Charterhouse Rheumatism 
Clinic. Second edition. 79 pages. Price $1.10. 
Oxford University Press, London; McAinsh & Co., 
Toronto, 1932. 

Medical Clinics of North America. Vol 16, no. 1. 
Issued serially every other month. 300 pages, 
illustrated. Price $18.00 (6 numbers). W. B. 
Saunders, Philadelphia and London; McAinsh & 
Co., Toronto, 1932. 

Diseases of the Mouth. Sterling V. Mead, D.DS., 
M.S., B.S., Professor of Oral Surgery and Dis- 
eases of the Mouth, Georgetown University Dental 
School. Fouth edition. 932 pages, illustrated. 
Price $11.00. C. V. Mosby Co., St. Louis; Me- 
Ainsh & Co., Toronto, 1932. 

Behind the Door of Delusion. By ‘‘Inmate Ward 8.’’ 
325 pages. Price $2.50. Macmillan Co., New York 
and Toronto, 1932. ; 

Erdmann’s Clinics. Excerpts selected from the Clinics 
of John F. Erdmann, M.D., F.A.C.S., Professor of 
Surgery, Columbia University. Edited by J. 
William Hinton, M.D., F.A.C.S., Associate Pro- 
fessor of Surgery, New York Postgraduate Medi- 
eal School. 315 pages, illustrated. Price $5.00. 
W. B. Saunders, London and Philadelphia; Me- 
Ainsh & Co., Toronto, 1932. 

Surgical Clinics of North America. Vol, 12, no. 4. 

Issued serially, every other month. 300 pages, 

illustrated. Price $18.00 (6 numbers). W. B. 

Saunders, Philadelphia and London; MecAinsh & 

Co., Toronto, 1932. 


